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ProfLJ King 
The purpose of the study was to highlight the extent of teenage suicide/parasuicide in 
selected areas in the West Rand. 
An exploratory descriptive survey was used to determine the extent of teenage 
suicide/parasuicide, identify existing programmes for the prevention of suicide, determine 
the involvement of the community health nurses in such programmes and make 
recommendations for the development of suicide prevention programmes in areas where they 
do not exist. 
Structured interview schedules were used to collect data. The study was undertaken in 
various clinics in Gauteng Province. 
The study results suggest that suicide/parasuicide is a common occurrence amongst teenagers 
and young adults aged between 15 and 24 years, suicide/parasuicide do not seem to be 
accurately recorded in most clinics, that community health nurses are not adequately 
involved in suicide prevention programmes and finally that available suicide prevention 
programmes are not fully utilised. Recommendations based on the findings are given. 
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Die doel van die studie is om die omvang vanjeugdige selfmoord aan die Wes-Rand na vore 
te bring. 
Daar is van 'n verkennend-beslaywende opname gebruik gemaak om die omvang van 
jeugdige selfmoord/paraselfmoord te bepaal, bestaande selfmoordvoorkomingsprogramme 
te identifiseer, die betrekking van gemeenskapsgesondheidsverpleegkundiges by sulke 
programme te bepaal en aanbevelings vir die ontwikkeling van selfmoordvoorkomings-
programme in gebiede waar dit nie bestaan nie, te maak. 
Data is deur gestruktureerde onderhoudsvraelyste ingesamel. Die studie is in verskeie 
klinieke in die Gauteng Provinsie onderneem. 
Die navorsing het bevind dat selfmoord/paraselfmoord onder tieners en jeugdiges tussen 15 
en 24 jaar algemeen is, dat akkurate selfmoord/paraselfmoordrekords nie by die klinieke 
gehou is nie, dat gemeenskapsgesondheidsverpleegkundiges nie toereikend opgelei is om 
selfmoord/paraselfmoord in die gemeenskappe wat hulle dien, te hanteer en ook nie 
genoegsaam by selfmoordvoorkomingsprogramme betrokke is nie en laastens dat daar nie 
volkome van beskikbare selfmoordvoorkomingsprogramme gebruik gemaak word nie. 
Aanbevelings word aan die hand van die bevindinge gemaak. 
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CHAPTERl 
Orientation to the problem of study 
1.1 INTRODUCTION 
The death of a child is the greatest challenge a parent and family can face. A self-inflicted 
death leaves parents, siblings, peers, educators and mental health professionals searching for 
the answer to the question Why? and desperately wishing they could turn back the clock to 
alter the course of events (Kirk 1993: 18). 
Suicide is ranked the second leading cause of death in persons aged between 14 and 24 years 
in many countries, including England, Britain, Washington, Australia and United States 
(Denhouter 1981:4; Vidal 1986:68). Stanhope and Lancaster (1992:457) state that suicide 
is ranked the second leading cause of death amongst teenagers with a higher rate in males. 
According to Vlok (1991:733), the incidence of successful suicide in South Africa varies 
between 3 000 and 3 500 annually. 
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In October 1992 the Central Statistical Services (CSS) (1992: 14) revealed that 1 039 people 
committed suicide in 1992, and that 243 of these people were teenagers and young adults 
aged between 14 and 24 years. 
Green (:992:36) notes that between January and June 1989, 102 patients were referred to 
the Psychiatric Ward at Baragwanath Hospital in South Africa after attempting suicide and 
60,0 percent of them were teenagers and young adults. According to the causes of death 
records in October 1993 suicide deaths are grouped under unnatural causes of deaths. In 
South Africa 39 387 (100,0%) deaths by unnatural causes were recorded in 1993 and 9 725 
of them were teenagers and young adults between 14 and 24 years (CSS: 1995:8-9). The 
1993 death register does not have columns for death by suicide or any violent means, which 
explains why most suicides in South Africa remain unnoticed as deaths by unnatural causes 
(CSS 1993:8-9). 
Table 1.1 shows the total number of patients who attempted suicide and were admitted to a 
Psychiatric Ward at Leratong Hospital between February 1991 and February 1994 (three 
years). During 1991, 147 attempted suicides were admitted and 82 of them were teenagers 
and young adults aged 14 to 24 years in 1992, 207 patients were admitted and 113 of them 
were teenagers and young adults. In 1993, 196 patients were admitted and 118 of them were 
teenagers. 
Suicide by teenagers and young adults seem to be a social issue prevalent in most countries. 
: 
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Table 1.1: Records of attempted suicides at Leratong Hospital Psychiatric Ward 7 for 
the period February 1991 to February 1994 (by courtesy of Leratong 
Hospital) 
1991 February 
March 
April 
May 
June 
July 
August 
September 
October 
November 
December 
1992 January 
February 
March 
April 
May 
June 
July 
August 
September 
October 
November 
December 
1993 January 
February 
March 
April 
May 
June 
July 
August 
September 
October 
November 
December 
Tota.I.: 
1994 
11 
15 
13 
10 
9 
13 
9 
15 
13 
24 
15 
12 
18 
24 
12 
27 
9 
19 
8 
22 
15 
15 
26 
25 
21 
12 
15 
14 
15 
14 
15 
17 
15 
14 
19 
196 
5 
10 
6 
7 
4 
5 
5 
10 
7 
15 
8 
7 
6 
18 
5 
14 
5 
8 
7 
14 
7 
6 
16 
16 
14 
10 
10 
9 
8 
5 
7 
8 
11 
11 
9 
45,4 
66,6 
46,1 
70,0 
44,4 
38,4 
55,5 
66,6 
53,8 
62,5 
53,3 
58,3 
33,3 
75,0 
41,6 
51,8 
55,5 
42,1 
87,5 
63,6 
46,6 
40,0 
61,5 
64,0 
66,6 
83,3 
66,6 
64,2 
53,3 
35,7 
64,6 
47,0 
73,3 
78,5 
47,3 
.. 
60,Z :<:·. 
(Admission Books. 1991-1994. Leratong Hospital, Ward 7) 
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1.2 SITUATIONS WHICH COULD LEAD TO SUICIDE IN SOUTH AFRICA 
1.2.1 Crime 
Crime has escalated dramatically in South Africa in recent years. It is believed that the crime 
rate and violence in South Africa are 87,5 percent and higher than that of the United States 
(Burger 1997: 17). 
The crime rate in Johannesburg led to 26 832 murders in 1994, 19 000 in 1995 and 25 782 
in 1996 (Burger 1997: 17). Figure 1.1 illustrates the murders committed in Johannesburg in 
1994, 1995 and 1996. 
30000 
25000 
... 
~ 20000 
'i! 
= a 
~ 15000 
... 
4> 
.Q 
~ 10000 
z 
5000 
1994 1995 
Year 
Figure 1.1 
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Murders committed in Johannesburg 
5 
In most cases the victims of physical assault and rape are teenagers, causing them stress, 
frustration and emotional trauma where they are left with shame, guilt and despair and resort 
to committing suicide (Lauer 1995: 143). 
South Africa is said to have the highest police murder rate in the world. More police officers 
are murdered per capita annually in South Africa than in any other country not involved in 
war (Le Roux 1997: 14). A police human resource managernent spokesperson said that about 
190 police were murdered in 1996 and 237 in 1995. 
University of South Africa police studies expert, Professor Ben Smit stated that about four 
police officers were murdered annually in New York City which, like South Africa, had 
about one police officer per 300 people. Professor Smit stated further that the high murder 
rate impacted on the suicide rate among police members. The police senior superintendent, 
Johan Smal, said that 171 police officers committed suicide in 1995 and 137 in 1996 (Le 
Roux 1997: 14). 
1.2.2 Violence 
Violence is the buzzword in the newspapers and media. Different acts of violence are 
committed every minute, hourly and daily. It is therefore assumed that families are worried 
whenever members leave home for some reason fearing that they may not return alive, due 
to escalating car theft and hijacking, murder, shooting at the taxi ranks and bank robberies. 
Teenagers are unfortunately mostly involved in these violent acts and when they are caught 
by police or members of the community, they become so ashamed of their actions that they 
attempt suicide or succeed in doing so. 
Lauer ( 1995: 164) states that teenagers are highly stressed by their own emotions, physical 
changes, the high rate of competition and the availability of lethal weapons. Nowadays 
,,,~.,_.., __ ""! 
killing themselves or their peers is easier than it has ever been.! According to the health care 
( 
executive of the Medical Association of South Africa (MASA) a project to promote a public 
health approach to violence prevention is being organised as a matter of urgency, because 
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violence in South Africa has reached endemic proportions. Violence statistics in South 
Africa latest statistics is 87,5 per 100 000 population of the fatal injwy rate a year (Pela 
1997:5). 
1.2.3 li nemployment 
Burger (1997:17) reports that 40,5 percent of the South Africans' population is unemployed. 
Unemployment affect all family members, particularly the teenagers who want to look like 
their peers and failing to match their peers in different aspects leads to depression and 
subsequent attempted or actual suicide as they cannot stand the family poverty and its 
consequences (Lauer 1995:376). 
1.2.4 Family crises 
• Family crises such as the death of a breadwinner or parent, lead to loss which is more 
serious in teenage years, thus leading to many teenagers committing suicide shortly 
after loss by death (Klerman 1986: 119). 
• Family conflicts which lead to family disorganisation, separation and divorce affect 
teenagers more, because they always blame themselves for problems in their families 
(Victoroff 1983:56). 
• Children of divorced parents are mostly either in conflict with stepparents or victims 
of child abuse, which account for most suicidal attempts or committal (Victoroff 
1983:56-57). 
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1.3 EXTENT OF COMPLETED AND ATTEMPTED SUICIDE 
1.3.1 Occurrence of completed suicide 
Hungary has consistently recorded the highest suicide rate in the world ( 48,0) followed by 
Denmark (31,6), Switzerland (25, 7), West Germany (20,9), France (17,2), Canada (15,0), 
Ireland (4,9), Spain (4, 1) and Greece with the lowest at 2,9 per 100 000 population. Table 
2.1 reflects the countries that have consistently recorded the highest and the lowest suicide 
rate in the world. 
Table 1.2: Occurrence of completed suicide 
.... ·• 
•· RATE 
Hungary 48,0 100 000 
Denmark 31,6 100 000 
Switzerland 25,7 100 000 
West Germany 20,9 100 000 
France 17,2 100 000 
Canada 15,0 100 000 
Ireland 4,9 100 000 
Spain 4,1 100 000 
Greece 2,9 100 000 
(Wrobleski 1989: 19) 
Records of suicide rates of youngsters are about 5 200 annually in America. Duffy 
(1993:28) records 5 567 deaths due to suicide in England in 1991, whereas Forgaty 
(1993: 19) reports 473 deaths by suicide in Birmingham in 1991. Garfinkel and Northrup 
(1989), Lyall (1990), Green (1992) and Jeaneret (1992) recorded high rates of completed 
suicides by teenagers. 
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The incidence of successful suicide in South Africa is uncertain, varying from 3 000 to 3 500 
per 100 000 per annum (Vlok 1986:33), as in other countries, statistics are seldom reliable 
as many suicides are not reported. The official statistics in South Africa do not correlate 
with place of residence. Even where this has been done, the classification cannot be 
considered to be accurate because the place of suicide need not always accurately reflect an 
individual's usual place of residence (Rip & Bezuidenhout 1992:83). Usually urban areas 
with their secondary relationships and more marked psychosocial isolation of the individual 
have a higher suicide rate than the rural areas. 
The extent of suicide by teenagers in South Africa is mostly outlined in the local newspapers, 
radio and television as indicated below: 
The Sunday Times (1988:5) reports a chilling list of teenage shootings and hangings in May 
1988, which reveals that from January 1988 to 13 May 1988, nine teenagers committed 
suicide through shooting or hanging. 
Table 1.3: Teenage suicide in South Africa - January to May 1988 
. ·. 
_Nil()NTH 
. 
·.AGE 
• ... . 
·. . ... . 
( . SEX ... 
February 28 15 M Hanging 
March2 15 M Shooting 
March 11 17 M Shooting 
March 17 18 M Gunshot 
March 11 17 M Gunshot 
Aprilll 17 M Gunshot 
April21 11 M Shooting 
April 23 14 M Hanging 
May 13 19 M Gunshot 
(Sunday Times1988:5) 
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The following are acts of suicide committed by teenagers and young adults as highlighted 
in various South African Newspapers. 
Mamaila (1992:4) states the following: 
• Keneiloe Pule, a 14-year-old girl in Standard 8 shot herself on the head after an 
argument with her mother on 6 October 1992. 
• Dikeledi from Soweto (Dube) poisoned herself and died after discovering that her 
boyfriend had paid lobola for another lady. 
• Nathaniel of Chiawelo, a 14-year-old boy hanged himself after missing Mafela's 
comedy Going Up on television (TV). 
• Mongezia, a 14-year-old boy hanged himself in December 1991 after failing Standard 
6. 
• Richman of Phiri, a 22-year-old young man ran and stood on a railway line as a train 
approached. 
Maluleke (1993:3) states the following: 
• Mpho, the son of a policeman, shot himself under his chin after he had accidentally 
shot and killed his friend, Johannes. 
• Sidwell, an 18-year-old boy shot himself after wrecking his father's car. 
• Sipho, an 18-year-old boy in Standard 9 shot and killed his 16-year-old girlfriend and 
turned the gun on himself after the two had a quarrel, September 1993. 
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• In September 1993 a 15-year-old girl committed suicide after a quarrel with her 
mother. 
• An 18-year-old boy shot himself in the mouth in front of his classmate at a secondary 
s~hool in Eersterus. 
Fuphe (1996:4) states the following: 
• A pupil at Dawn View High School in Els burg was found hanging in her parents' 
home on 1October1996 a day prior to her 19th birthday. She left a suicide note. 
• Mothapelo Monemadi, aged 16 years hanged herself with an electrical cord, and left 
a suicide note for her parents. 
Green (1992:36) states the following: 
• Mzwandile, a 14-year-old boy in Standard 7 hanged himself after an argument with 
his parents over a new pair of soccer boots in 1991. 
• Lerato, a 17-year-old girl shot herself with her father's firearm for unknown reasons 
in August 1991. 
Dlamini (1997: 15) states the following: 
• David Bame shot and killed Millie Mosiane (18) before turning the weapon on 
himself on 31December1995. 
• On 16 December 1995 Victor Letsie (25) stabbed and killed Pertunia Dlamini (22) 
and then killed himself. 
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• Xolisile, a 16-year-old girl shot herself with her father's pistol after failing Standard 
8 on 8 December 1996. 
• Thibane (15) and her brother (13) were shot and killed by Dumisane Mafanyo (22), 
her lover, who in turn killed himself with the same gun on 8 December 1996. 
• A young man committed suicide by running in front of a fast moving train near 
Mabopane Station in Pretoria on 5 December 1996. 
• On 1January1997 Charles Matra, (22) shot and killed his fiance, Poppy Mafoko and 
her mother before killing himself with the same gun. 
• Kgomotso Tsagae (17) a matric student was allegedly shot by her jilted lover, Samuel 
Lesenyego (18) before killing himself as well. 
The above incidences are just a few of the many teenagers who attempt or succeed in 
committing suicide. 
The Sunday Times also highlights that since the beginning of 1988 more than a dozen 
teenagers had committed suicide around the country (Burger 1997: 12) 
In True Love, Green (1992:37) states that 12 young people aged between 14 and 22 years 
committed suicide between August 1991 and October 1992. 
Dlamini (1997: 15) reports that seven teenage girls were shot and killed by their jilted lovers 
who in turn, shot and killed themselves soon afterwards, making a total of 14 young people 
aged 15 to 24 years in Ikageng Township, Potchefstroom. One of the jilted lovers ages 22 
shot and killed his lover aged 15 and her brother before killing himself. 
Suicide by teenagers and young adults were reported in newspapers by Maluleke (1992:23), 
Ntsoelengoe (1994:2) and Khupiso (1996:3). 
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The CSS record the following suicide statistics in South Africa in October 1992. 
Table 1.4: Suicide and self-inflicted injury as in October 1992 
••j.~M..<i:Es•••f'itol\1••••*()•••.'I'o••·8$-t-·• 
. ···:··:·:·:·.-: -:···:··-:::: .. .>.·::;::::-:.: :·:·>··.·::>::-··::·:.-·:·:.-···· .. 
.. ........ .... ... . . .·.. .· . 
NUMBER <·· ·········AGES •..•.. ·.···• 
Male 854 12 1-14 
Female 185 82 15-19 
149 20-24 
181 25-29 
148 30-34 
112 35-39 
92 40-44 
181 45-49 
82 50-59 
60-85+ 
Total suicides committed 1 039 and 243 by young people aged from 10 to 24 years (CSS 
1992:14). 
Suicide by teenagers has raised so much concern that it was discussed on Lesedi Sesotho 
Stereo on 19 April 1996 and the Felicia Mabuza-Suttle Television Show in October 1996. 
In 1995 and 1996 youth from different churches gathered to discuss the problem. Members 
of the Roman Catholic Church in Kagiso Township organised a Workshop to discuss teenage 
suicide in 1995 and 1996 after several teenagers in the church had committed suicide. 
On Health Day, 23 March 1994, Mohlakeng Clinic sisters in Randfontein invited a guest 
speaker to talk about suicide by teenagers after several teenagers and young people had 
committed suicide in the township. All matric students from local schools were invited to 
attend. 
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1.3.2 Occurrence of attempted suicide 
The incidence of attempted suicide in contrast to completed suicide is more difficult to 
. evaluate. 
Attempted suicide is not only a risk factor for subsequent completed suicide, but also a 
morbid health event that results in personal suffering aad considerable economic cost. 
' _ _,_;.._, ,-·--·-•-'". -
Gispert, Wheeler, March and Davis (1985:756) states that 50,0 percent of persons who 
committed suicide has a histoty of previous attempts. 
In their study of attempted suicide, in Oxford City, Hawton and Catalan (1987:8) found that 
deliberate self-poisoning and self-injuty are more common in females. Kaplan and Sadock 
(1988:453) support this, by stating that 70,0 percent are attempts by depressed women. 
Events such as the break up of an important relationship, degradation or loss of self-respect 
in front of friends, parental rejection, death of loved ones, feelings of social isolation, 
extreme pressure at home or at school and imitative behaviour precipitate suicide attempts 
(Gillis 1994: 161). Because of the absence of a centralised registty, the actual rate of 
attempted suicide is unknown. However, some estimates may be as high as 50 to 200 times 
that of completed suicide. Hawton and Catalan (1987: 12) reported that children aged five 
years and under attempted suicide although these represented isolated cases. They say 
. further that attempted suicide by children is far more likely to go unrecognised. 
'-., ' . 
Suicide attempts are more common amongst the teens and college students. The incidence 
of suicides and suicide attempts among young people is alarming between the ages of 19 and 
24 (Hawton & Catalan 1987: 11; Kaplan & Sadock 1988:432; Rip & Bezuidenhout 1992:84). 
The reasons for this include depression, low self-esteem and lack of basic trust in self and 
others. 
Vidal (1986:69) states that statistics of suicide attempts amongst people aged 15 to 24 are 
escalating daily and that estimates of most suicide attempts range from 5 to 100 for evety 
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successful suicide. Gavin and Jacobs (1987:43) predicted that 80 000 teenagers would 
attempt suicide in 1987 and that more than 4 999 would succeed. Cummins and Allwood 
(1984:728) note that females tend to surpass males in suicide attempts by using less lethal 
methods such as pill(.\. Y'. 
The incidence of suicides is compounded drastically when the number of attempts or suicide 
gestures are considered compared to the number of completed suicides. The ratio of these 
attempts has been estimated to be at least 200, which suggests that over one million such 
attempts or gestures are made in the United States (Godwin 1986:67). 
1.3.3 Underreporting of completed and attempted suicide 
Figures of suicides and parasuicides amongst teenagers are rising dramatically and are 
becoming even more alarming when one realises that many suicides are not recorded as such. 
It is difficult to distinguish between accidental death caused by car accidents, firearms or 
homici~(Denhouter 1981; Husain & Vandiver 1984; Maclean 1990~ According to official 
, . ___.......__.,--I 
statistics in 1976, 26 832 people committed suicide in the United States. However, it has 
been noted that a considerable number of suicides remain unreported (Sullivan, Thompson, 
Wright, Gross & Spady 1980:554). 
Accurate statistics of completed suicides are unavailable as parents refuse to acknowledge 
publicly that their teenagers have committed suicide (Denhouter 1981: 10; Berman & Jobes 
1991: 11). 
Albin ( 1981 :26) states that the statistics of suicide by teenagers are even higher than 
currently suspected, as most suicides are probably buried in accident statistics. Garland, 
Zigler and Garfinkel (1993) as cited by McDonald (1982:45) state that there are more 
suicides than reported. 
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Homicide 
Suicide 
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Figure 1.2 
Percentage off our main categories of violent death 
in the age group 15 to 24 
Herny, Stephenson, Hanson and Harget (1993:291) indicate that suicide is the second leading 
cause of death among 15 to 24 year-olds after accidents, followed by homicides and other 
violent deaths in the United States (US Bureau of Census 1991). 
The actual numbers of completed and attempted suicides among youth are probably 
underestimated because many are reported as accidents due to social stigma associated with 
suicide (Molin 1986: 178). 
Berman and Jobes ( 1991: 112) analysed the reliability and validity of suicide reporting and 
concluded that systematic misreporting does exist and, in fact, the increase in adolescent 
suicides aged 15 to 24 is even greater that reported (Garland & Zigler 1993: 169). 
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Husain and Vandiver (1984:98) and Gispert et al (1985:754) report that statistical data for 
teenager suicide are unreliable as most are based on reports by local coroners who do not 
always report teenage death as suicides because of religious or legal taboos. 
Duraj (1984:42) also confirms the above statement by stating that shocking as the statistics 
of suicide are, they do not represent a true picture of the magnitude of the problem. Official 
reports tend to underestimate the incidence of suicide to spare the suicide image or that of 
his/her family. 
Most sociologists have concluded that the actual number of suicides is probably double the 
reported rates (Sullivan et al 1980:555). 
According to South Africa's CSS ( 1992: 14 ), in October 1992 a total of 25 273 deaths were 
reported as being caused by accidents, poisoning and violence. Of these, 9 911 were deaths 
of young people aged 10 to 24 years. From the literature review done so far one wonders 
how many of these deaths were actually due to suicide. 
From 1993 the South Africa CSS has grouped deaths as caused by natural and unnatural 
causes and 9 433 of unnatural deaths affected youth age between 10 and 24(CSS:1993:8-9). 
Taking from the total number of deaths due to unnatural causes the fact that most suicides 
are disguised as accidents, motor vehicle accidents and homicides as stated by Henry et al 
(1993:8-9), it could be assumed that most of the suicidal deaths in South Africa are buried 
under unnatural causes. 
1.3.4 Reasons for underreporting 
• Suicide records are often brief and incorrect thus not giving full proof of suicidal 
intentions. 
• 1 Physicians and doctors are reluctant to report death as a suicide to protect the family 
• 
• 
• 
• 
• 
• 
• 
• 
• 
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th~y }iave served for many years (Sullivan et al 1980:555; Husain & Vandiver 
1984:98). 
It is difficult to distinguish between a suicide and an accidental death caused by a car 
accident, firearms or homicide (Chiles 1986:68; Vidal 1986:68). 
Suicide is highly stigmatised in certain cultures and religions (Sullivan et al 1980:555; 
Chiles 1986:68; Godwin 1986:68) 
,_,.,-~·-
(Parents refuse to acknowledge publicly that their teenager has committed suicide 
(Denhouter 1981:3). 
piere are differences in reporting at state level (Husain & Vandiver 1984:98) . 
Most suicides are faked as accidents, for example, car accidents, jumping from 
heights, firearms (Duraj 1984:42; Chiles 1986:26). 
~~ck of standardised criteria for classifying whether death is suicide or not. 
/Error of judgement or bias on the part of the person who certifies the death (Patros 
& Shamoo 1989:8). 
Strict laws make coroners not to certify death as suicide . 
Most insurance policies do not cover suicide - so family members do not mention 
'. suicide for insurance benefits (Patros & Shamoo 1989:8). 
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1.4 STATEMENT OF THE PROBLEM 
The problem which gave rise to this research is that teenagers have committed suicide and 
attempted to commit suicide in large numbers and are still continuing to do so. 
The escalating rate of suicides in general and specifically by young people between 11 and 
24 years motivated the researcher to undertake the study, to seek answers to the following 
questions: 
• HOW serious is the problem of teenage suicide in selected townships, as perceived 
by community health nurses? 
• DO community health nurses perceive themselves skilled enough to deal with the 
problem of teenage suicide? 
• WHAT resources are available in the community for the prevention and counselling 
of suicide/parasuicide? 
• WHAT role does the community health nurse play in suicide prevention programmes? 
• WHAT additional resources are needed in the community to prevent teenage suicide? 
1.5 PURPOSE OF THE STUDY 
The purpose of this study is to highlight the extent of teenage suicide and parasuicide in 
selected townships. It is further intended to 
• assess how community health nurses perceive the problem 
• investigate availability of resources for prevention of teenage suicide 
• assess the extent to which community health nurses are involved in such programmes 
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• make recommendations for the development of suicide prevention programmes in the 
selected townships 
1.6 SPECIFIC OBJECTIVES 
As this study is descriptive in nature, it proceeds without a hypothesis. Treece and Treece 
(1986: 153) and Polit and Hungler (1987: 112) indicate that descriptive studies may use 
questions or research objectives as a guide rather than hypothesis per se. The researcher 
proposes to achieve the following objectives with this study: 
• To determine the extent of teenage suicide/parasuicide in some townships in the West 
Rand District, for example, Kagiso, Toekomsrus, Mohlakeng, Krugersdorp, 
Randfontein and W estonaria 
• To identify the existing programmes for the prevention and counselling of 
suicide/parasuicide or any other relevant programmes in selected townships 
• To determine the involvement of the community health nurses in such programmes 
• To make recommendations for the development of suicide prevention programmes in 
the selected townships 
1. 7 SIGNIFICANCE OF THE STUDY 
The study is done to highlight the extent of teenage suicide/parasuicide as perceived by 
community health nurses. The results of the study may serve as a basis on which existing 
resources for the prevention of suicide could be better utilised. Should it be discovered that 
such programmes do not exist, then the study could contribute to the development of such 
programmes in selected townships. 
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1.8 EXPLANATION OF KEY CONCEPTS IN THE STUDY 
The following key concepts are used in this study: 
(1) Adolescence 
r· The term adolescence is the period from the beginning of .::exual maturity to the completion 
of physical growth. However, the exact ages spanned by adolescence vary. The psychologi-
cal impact of the transition to adolescence may differ across individuals and perhaps even 
, across cultures (Morgan, King, Wesz & Schopler 1986:464). 
Nash, Stock and Harper (1990) describe adolescence as a critical period of development in 
Western society. It is a period of physical maturity in the presence of emotional immaturity. 
It commences with the onset of puberty and ends with some measure of independence from 
parents and readiness to assume adult responsibilities. 
Adolescence is defined as the period of growth from childhood to adulthood (Barhart & 
Barnhart 1994:29). 
(2) Adolescent 
An adolescent is a person growing up from childhood to adulthood generally up to about 20 
years of age (someone who is growing toward adulthood). An adolescent in this study is 
defined as a person whose age ranges from 13 to 24 years. The researcher decided to include 
young adults fro4 20 to 24 years in the study, because the majority of black people in this 
age group are still attending school or tertiary institution and under the guardianship of their 
parents. 
(3) Attempted suicide/parasuicide 
To attempt means to try. Attempted suicide is to try to kill oneself, using any of a number 
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of different methods. Scheidman ( 1985: 16) defines attempted suicide as a non-fatal act of 
self-injury or taking of substances in excess of the generally recognised or prescribed 
therapeutic dose. An act designed by the subject to simulate suicide but characterised by low 
expectation oflethal outcome (Victoroff 1983:7). Attempted suicide in this study is defined 
as an act of simulating suicide by an adolescent using methods which are non-fatal and with 
the intention of self-destruction but not actual death. 
( 4) Community health nursing 
Community health nursing is a synthesis of nursing knowledge and practice and the science 
and practice of public health, implemented via systematic use of the nursing process and 
other processes designed to promote health and prevent illness in population groups (Clark 
1996:57). 
(5) A community health nurse 
A community health nurse in this study is a person who is professionally and specifically 
trained to provide care in the community for individuals and groups by promoting health, 
maintaining health, preventing ill-health and treating minor ailments. The community health 
nurses' roles are categorised on the basis of their orientation or client-oriented roles, 
delivery-oriented roles and group-oriented roles. Because the needs of specific population 
groups with which they work differ, not all community health nurses engage in each of the 
roles mentioned here (Clark 1996:61). 
(6) Perspective 
The term perspective is defined in The World Book Dictionary as the art of picturing 
objects on a flat surface so as to give the appearance of distance or depth. The word 
perspective is used figuratively as the effect of the distance of events upon the mind 
Perspective is a view of things or facts and their relations. Perspective in this study is 
defined as the ideas, views, impressions and understanding that the community health nurses 
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in selected townships attach to teenage suicide and parasuicide (Barnhart & Barnhart 
1994: 1556). 
(7) Suicide 
The act of killing oneself on purpose (Earhart & Barhart 1994:2094). An intentional act of 
self-destruction by someone who knows what he/she is doing and the probable consequences 
(Shneidman 1985: 16). 
A self-inflicted death undertaken by someone who has a clear intention to die (Taylor 
1986:6; Evans, Cox & Turnbull 1992:34). 
The word suicide in this study is used to describe teenagers, adolescents and young adults 
who deliberately kill themselves on purpose. 
(8) Teenager 
A teenager is a person who is older than 12 years and younger than 20 years of age (Slater 
1993:455). A teenager is this study is defmed as a person whose age ranges from 11 to 19 
years, considering that some girls start puberty at about 11 years. The terms adolescent and 
teenager will be used synonymously in this study. 
1.9 SUMMARY 
This chapter provides an overview of the research study. A brief description of South 
African situations which may have contributed to high rates of suicide is outlined and 
abstracts of suicides committed by adolescents in South Africa as highlighted by various 
journalists, are included. The extent of suicide and parasuicide in two hospitals in Gauteng 
Province and by the CCS is outlined. The problem is identified, the purpose and specific 
objectives of the study stated and the key concepts in the study defmed. 
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1.10 OUTLINE OF THE STUDY 
Chapter 1: Orientation to the problem of study 
Chapter 2: Literature review 
Chapter 3: Research methodology 
Chapter 4: Analysis and presentation of findings 
Chapter 5: Discussions, conclusions and recommendations 
-· 
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CHAPTER2 
Literature review 
2.1 INTRODUCTION 
Review of literature refers to an extensive thorough and systematic examination of books, 
publications and articles relevant to the research. The purpose is to determine the extent to 
which theory and research are developed in the topic under study, identify the definition of 
concepts and variables already established, examine elements of research used by others, 
such as designs, methods, instruments and techniques of data analysis, that may prove useful 
in the proposed project (Polit & Hungler 1987:63). 
Through research review one can discover what is known and what remains to be done in 
the study and may identify studies that can be replicated or whose findings may be compared 
and contrasted with the proposed study. 
' 
The purpose of a literature review in this study is to obtain information from books, articles '-, 
} 
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from journals, newspapers and magazines on suicide and parasuicide in general, and 
specifically suicide and parasuicide among adolescents. 
The review is presented under the following headings: 
• Types of suicide 
~ Sociodemographic characteristics 
• Predisposing factors to suicide/parasuicide by adolescents 
• Life events prior to attempted and completed suicide 
• Assessment of intent 
• Suicide plan 
• Effects of adolescent suicide/parasuicide 
• Prevention of suicide/parasuicide 
• Involvement of community health nurses in suicide prevention programmes 
2.2 TYPES OF SUICIDE 
In his theory of suicide Durkheim (1987) as cited by (Alaszenski 1995:34) explained that a 
person commits suicide because of the influence of society. D:l1rkheim postulated four types 
of suicide, namely altruistic, egoistic, anomic and fatalistic. 
2.2.1 Altruistic suicide 
--1· ·1n this type of suicide individuals feel a sense of moral obligation and are willing to place 
the group's welfare above their own survival. The group's authority over the individuals 
may be so compehing that they lose consciousness of their own personality and its claim 
upo~ In this particular type individuals may be willing to sacrifice their life for the 
social group (Alaszenski 1995:34). 
1'l:it! r(!~e.cl:rc.he.Li!i_jgcl4!~cLt9 agree with the above type as from South African political 
history many people, including youngsters, died through suicidal actions such as leading 
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~dent peaceful marches and facing armed policemen without any form of weapon. The 
j actions of most young activists were suicidal in nature as it is assumed that most, if not all, 
~~sts were prepared to die for freedom of their country. 
2.2~i _ .~goistic suicide 
This is a type of suicide in which there is lack of social integratiqn, where individuals feel 
little connection to the larger society and are not affected by social constraints against self-
destructive behaviour (Schaefer 1989: 11; Alaszenski 1995:34). 
According to Jones (1991:81), there is in this type of suicide a lack of social control and 
support leading to social isolation and individuals' alienation. The egoistic type of suicide 
is seen as being responsible for most individuals' and specifically adolescents' suicide. 
Adolescents who are depressed and rejected by friends and loved ones tend to be more likely 
to commit suicide. Parents, friends and adolescents have indicated that an adolescent was 
lonely and depressed prior to committing suicide, which again agrees with Durkheim's 
theory of suicide as cited by Alaszenski (1995:35). 
2.2.3 Anomic suicide 
The anomic suicide represents the failure of individuals to adjust to social change and the 
weakening of social control. Here there is lack of acceptance of social values and norms by 
individuals who have lost their sense of purpose or direction (Schaefer 1989: 11; Jones 
1991:81). 
The sudden social change in South Africa stemming from 1990 when the movements by 
opposition parties were unbanned, the release of Mr Nelson Mandela after 27 years' 
imprisonment, the first democratic elections in 1994 and the inception of the Government 
of National Unity has affected many South Africans and youngsters in particular. The 
sudden social change in South Africa brought fruits of democracy, health benefits and 
affirmative action among other things. However, one cannot ignore its adverse effects, such 
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as high crime rates, violence, unemployment and high incidences of suicide by both adults 
and adolescents. 
2.2.4 Fatalistic suicide 
j Fatalistic suicide is related to the powerlessness that people feel when their lives are 
regulated to an intolerable extent (Schaefer 1989: 13). The high crime rate of 87,5 percent 
in South Africa, the escalating violence, the sexual and physical abuse of women and 
adolescents, the killing of traffic officers and police and the high divorce rates have left 
South Africans powerless and disillusioned hence the escalating rates of family murder, 
romantic murders and suicide by family members, lovers, police and adolescents. 
2.3 SOCIODEMOGRAPHIC CHARACTERISTICS 
Sociodemographic data is an aspect to consider in a description of the aetiology and 
prt?_'Y~!l!i~n of suicide. The wealth of epidemiological information obtained from such data 
not only provides information about factors predisposing to suicide, but also certain 
psychiatric disorders. The official mortality strategies which most countries published are 
the source of data on suicides. Roy (1986: 17) questions the accuracy and comparability of 
suicide rates so derived. National rates of suicides are invalid because countries differ in 
their procedures for ascertaining and reporting suicide. Criteria of suicide also vary from 
place to place. 
Suicide is often viewed as a cowardly and disgraceful act in some cultures so it is frequently 
concealed by families and medical personnel. Most families are forced to conceal suicide 
by a family member because of exclusionary clauses in insurance policies (Garfinkel & 
Northrup 1989:24). 
To know which population is at special risk of suicide, however, it is helpful to be aware of 
certain statistical information. 
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2.4 PREDISPOSING FACTORS TO SUICIDE/P ARASUICIDE BY 
ADOLESCENTS 
2.4.1 Depression 
~gressig~J:~'1~ been singled out as a major etiologic factor in suicide. Depression interferes 
with a person's daily routin,e @dadjustment to life. It is cften accompanied by feelings of 
anger and guilt or an overwhelming sense of complete hopelessness. Landry, Smith and 
Guin (1991) as cited by Kgoatla (1997:22), maintain that depressed adolescents may 
experience -psychomotor retardation (lethargy) or agitation, persistent feelings of 
r 
worthlessness or inappropriate guilt and recurrent thoughts of death. ,; 
According to Townsend (1996:252), as cited by Kgoatla (1997:22) states that anger at 
themselves, hopelessness, desperation and guilt, shame and humiliation are some of the 
predisposing factors leading to adolescent suicide. Garfinkel and Northrup (1989:9) state 
that depression is manifested by sadness, self-deprecatmy ideas, low self-esteem and 
withdrawal from or a lack of social and peer relations. 
Depressed adolescents are often withdrawn, sad and preoccupied with thoughts of death and 
wish to die (Futurist 1987:55). Depression is associated with a high risk of accidents and 
cognitive failures. Depressed adolescents are often involved in accidents or homicide deaths, 
which are not fully accounted for (McDonald 1982:52). In surveys of suicide about half the 
patients who commit suicide are depressed. 
2.4.2 Family factors 
Several factors in the family are associated with increased risk of teenage suicide: 
2. 4. 2.1 Death in the family 
Death of loved ones leaves adolescents at risk of depression, especially if they do not go 
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through the normal grieving process (Klerman 1986: 119). Death in the family constitutes 
to major stress. Events which result in loss are commonly believed to cause people to kill 
themselves (Stuart & Sundeen 1991:246). Adolescents have difficulty in coping with and 
expressing conflicting emotions. In the event of death, they are often highly stressed, feel 
guilty an~ anxious and may start thinking about death (Fisher 1987:521). 
2.4.2.2 Family disorganisation 
Changes in family membership include the loss of a family member through death, 
separation, divorce, chronic illness or hospitalisation or an addition to the family through 
birth, adoption or incorporation of grandparents. Adolescents react differently to these 
changes and may start showing signs of depression, which may make them vulnerable to 
suicide (Kgoatla 1997:30). 
Disorganised family relationships due to factors such as double-blind communication, 
parental overburdening, over bounding to the family often lead to chaos in the family and the 
abuse of other family members. Adolescents brought up in such chaotic families and living 
under deprived circumstances of poverty and abusive alcoholic parents may suffer from 
constitutional and environmental handicaps. Mental friction, separation, divorce, desertion, 
death, alienation and the legal dissolution of the family and subsequent farming out of 
children to foster families leave emotional scars which may lead to suicide later (Victoroff 
1983:56). 
2.4.2.3 Suicide by a family member 
An adolescent can commit suicide or attempt it, if he is socialised in a family where members 
committed or attempted suicide. 
2.4.2.4 Parental factors 
Extreme parental rejection and impossibly high expectations lead to children having a 
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l_Qwered self-image. McDonald (1982:53) cites the following factors leading to suicide by 
------- _,_,, -"~ .. ~ 
adolescents: parental absence, unemployment, conflicts with parents, misuse of drugs and 
alcohol and residential mobility. Godwin (1986:70) notes that poor or unhappy parent 
relations, a breakdown in communication between child and parent and the loss of parents 
can lead to suicide. Hlatswayo (1994:56-57) lists overcautious and possessive parents, high 
parental demands from teenagers, high expectations and sexual and physical abuse by 
parents as factors in adolescent suicide. 
\ 
Maternal deprivation may lead to an unhappy depressed adolescent who will eventually 
commit suicide (Fisher 1987:48). Conflicts with parents, siblings and opposite sex friends 
and school-related problems are extremely common as precipitating events leading to 
psychiatric referral in children (Blumenthal & Kupfer 1990:63). Conflicting values and 
cultural beliefs mainly cause poor or disrupted interpersonal relationships between 
adolescents and parents. Adolescents tend to become rebellious against parents and to be 
socially isolated and alienated with a subsequent lack of a support system and the 
unavailability of someone to tum to thus increasing the risk of depression and extreme 
distress (Garfinkel & Northrup 1989: 11). 
Studies of attempted suicide over the life cycle have repeatedly pointed to the importance of 
interpersonal conflict as an antecedent event in suicide attempts (Blumenthal & Kupfer 
1990:62). Serious arguments with a spouse, having a new person in the home, serious 
personal illness or having to appear in court for an offence are problems that affect 
relationships with others (Hawton & Catalan 1987: 17). The unstable family, rising divorce 
rates and high mobility which lead to broken extended families and deprive people of all ages 
of an important support system play a decided role in adolescent problems and suicide 
(Stuart & Sundeen 1991:497). 
2.4.2.5 Child abuse 
Physical, emotional and sexual abuse all result in both long-term and short-term problems. 
Physical abuse may actually lead to a child being crippled or dying or else running away 
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from home. Depression and alcohol abuse due to repeated emotional and sexual abuse 
further lead to behavioural changes, difficulty in sleeping, school problems or chronic fears 
and unhappiness (Stuart & Sundeen 1991: 17). 
2.4.3 Individual factors 
2. 4. 3.1 Loneliness 
Loneliness is viewed in the context of affective disorders and suicide, although there is no 
clear understanding of the role of loneliness in the etiology of such pathologies because the 
experience of loneliness is so aversive. The various symptoms and manifestations of 
loneliness are uniformly painfilt~ so painful that people will do almost anything to avoid 
being lonely (Klerman 1986: 188). 
Loneliness is divided into emotional loneliness, which emerges from a lack of intimate 
relations, social isolation, which stems from deficience in social connectedness, spiritual 
loneliness, which results from deficits in the meaning or significance of a person's life and 
existential loneliness, which stems from an awareness of a basic condition of separateness, 
consciousness of mortality, death and human fitness as well as the complete personal 
responsibility, for one's life. In struggling for autonomy, independence and identities 
separate from that of their parents, adolescents are likely to experience the anxiety of 
existential isolation for the first time (Klerman 1986: 192). 
2.4.3.2 Alcohol and drug abuse 
Alcohol abuse has repeatedly been found to account for about one quarter of the suicides 
studied from a diagnostic perspective. Most suicides are committed by people who had been 
drinking heavily in the days or months prior to the suicide. The majority of adolescents who 
attempted suicide and were admitted to health centres were drunk on arrival (Stuart & 
Sundeen 1991:892). 
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Tomb (1992:123) as cited by Kgoatla (1997:27) states that we should be suspicious ifthe 
predominant complaints from the user are chronic anxiety and tension, insomnia and chronic 
depression because the patients frequently conceal alcohol use. Some adolescents fill the 
void of isolated loneliness with drugs and would otherwise feel suicidally depressed. 
Fear of failure, pressure to achieve, excessive concern for material gain, and a lack of 
acceptance amongst peers are all suicide-related factors. Adolescents frequently abuse 
alcohol and drugs, and incur traffic fines for speeding. Often, too, reckless driving leads to 
death. These deaths are commonly registered as accidents and not suicide (Kgoatla 
1997:28). 
2. 4. 3. 3 School-related factors 
Futurist (1987:55) reports problems with teachers at school and failure to pass in the 
examination as factors in adolescent suicide. 
2.4.3.4 Health status and suicide 
Physical illness might constitute a predisposing factor rendering the individual more 
vulnerable than usual to distress caused by social factors (Roy 1986: 142). 
Most chronic, incurable and painful conditions, such as cancer, epilepsy and Acquired 
Immuno Deficiency Syndrome (AIDS), seem to be more associated with greatest risk. The 
risk may be particularly high in young persons (Blumenthal & Kupfer 1990:220). 
Suicide attempters suffer from depression, alcoholism and other disturbances, including 
somatisation disorders and antisocial personality, which are uncommon among completers. 
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Depressive illness is associated with suicidal behaviour, feelings of abandonment, a desire 
to be reunited with loved ones and feelings of despair and hopelessness (Kaplan & Sadock 
1988:456). 
2.4.4 L:fe events prior to attempted and completed suicide 
2. 4. 4.1 Life events and attempted suicide 
A cluster of events associated with interpersonal relationships, such as quarrels, fights and 
sexual problems, are particularly prominent in the attempted suicide (Blumenthal & Kupfer 
1990:67). Exposure to the suicidal behaviour of another person in the social network of 
family is in itself a significant factor of risk for ideators, attempters and completers. 
Adolescents in general are highly susceptible to suggestion and imitative behaviour. To a 
disturbed adolescent, particularly one with pre-existing suicidal impulses and diffuse ego 
boundaries, the perceived attention given to a suicidal event might easily stimulate irrational 
cognition. Attention and notoriety may be gained and appreciated through suicidal 
behaviour, even in death (Bongar 1992:90). Media exposure may still exert an effect on an 
idiopathic level, influencing some adolescents to lose hope and in contrast, exemplifying an 
alternative (ie, suicide) to a life of perceived pain. 
In circumstances surrounding attempted suicide, the most common problem identified among 
a series of 50 adolescents (including four girls) ages 13 to 18, who had taken overdoses was 
in the relationships with their parents. Table 2.1 explains problems faced by these 
adolescents who attempted suicide. 
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Table 2.1: Current problems identified for 50 adolescents who attempted suicide 
Parents 76 
Schoolwork 58 
Boyfriend 52 
Social isolation 28 
Siblings 22 
Physical health 22 
Psychiatric symptoms 20 
Sexual 16 
Relationship with peers 14 
Alcohol 14 
Physical illness of a family member 14 
(Hawton & Catalan 1987:37) 
More than half the adolescents in this study had problems in their schoolwork and their 
relationships with teachers. Employment difficulties, including unemployment, were 
common among those who had left school. Half the adolescents had difficulties in their 
relationship with a boyfriend or girlfriend. A recent break in such a relationship was the 
most common precipitant of an overdose. Several adolescents had poor relationships with 
their peers. These difficulties most commonly took the form of social isolation due to lack 
of friends (Hawton & Catalan 1987:37). As in adults, there was common evidence of poor 
physical health. One third of the adolescents reported having a physical disorder at the time 
of their overdose. Although these disorders were not usually disabling, they were sometimes 
chronic ( eg, asthma, dysmenorrhoea) and seemed, in some cases, to have contributed to the 
overdose in the sense of undermining ability to cope with other stresses. 
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Paracetamol is the most commonly used substance in deliberate self-poisoning. Availability 
was the reason for subjects choosing it for their overdose. 
2. 4. 4. 2 Life events and completed suicide 
Data about the life events leading up to completed suicide over the life cycle are more 
fragmentary because information about the final period must usually be reconstructed from 
the reports of others, and this information may not be readily available owing to the relative 
social isolation of many suicides at the time of their deaths and reluctance of informants to 
give complete information for a variety of reasons. Suicide notes are found only in a fraction 
of cases, and these may not reflect a full or accurate account of the reasons for the act. 
Coroners' reports, unless they make use of psychological autopsy techniques, often obscure 
rather than clarify the account. Yet, taken together, they suggest that the events preceding 
suicide are similar to those described in studies of attempted suicide (Blumenthal & Kupfer 
1990:63). A considerable amount of evidence would seem to indicate that the interpersonal 
difficulties that precede suicidal behaviour are not merely the result of transient conflict but 
are part of more pervasive and longstanding difficulties with relationships. 
The frequency of suicidal acts at the time of birthdays for young people is not known, but 
clinical experience suggests that it may be more likely around that time (Victoroff 1983:27). 
Suspension from school because of poor grades or behaviour may result in such loss of pride 
as to make death appealing. Unremitting anguish without the possibility of relief or a threat 
of unendurable pain, such as the prospect of chronic increasingly painful disease may lead 
to self-destructive behaviour. Engendered in betrayal of a trust, involvement in an 
extramarital affair, or public humiliation such as arrest and conviction for crime, teenage 
pregnancy which is undesirable, result in shame and guilt - these may result in impulsive 
acts leading to completed suicide. 
Changes in usual behaviour patterns are important in that they may be manifestations of 
hopelessness and depression withdrawal from environment. For example, an adolescent who 
regularly attended school now refuses to attend; a good student experiences a progressive 
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drop in academic grades, and a prosocial child starts refusing to meet and go out with 
friends. The giving away of prized possessions is rather serious in that it is a form of saying 
goodbye to loved ones. Such actions must be regarded as leaving a will thus placing the 
child at greater risk (Garfinkel & Northrup 1989: 13). 
2.4.5 Societal factors 
ffiatswayo (1994:56) cites the following societal factors as predisposing to suicide committal 
by adolescents: rapid social change, social mobility, lack of social control, exclusion of 
youth from the mainstream of society and society's accusation of the youth for various sinful 
activities. 
When adolescent suicides are publicised in the news and the media, or when characters in 
televisions shows, such as soap operas, commit suicide, many suicides are triggered shortly 
after such a broadcast (Kaplan & Sadock 1988:456; Lester 1993:66). 
Clusters of suicides amongst teenagers who know one another and attend the same school 
have been reported. Suicidal behaviour may precipitate other such attempts within a peer 
group via identification. 
2.5 ASSESSMENT OF INTENT 
Many factors, such as depression, self-hatred and self-inflicted pain, may determine how the 
patient is motivated to die. The intention to die may be presumed with acts of high lethality, 
but the seriousness of any act of suicide is correlated with the mental state of the patient and 
can never be dismissed summarily as trivial. 
2.5.1 Intentional and subintentional suicide 
Victoroff (1983:7) identifies two other kinds of suicides, which are relevant to this topic, 
namely intentional and subintentional suicides. Intentional suicides are an act or pattern of 
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\ self-destructive behaviour that goes with high lethality, and are deliberately planned by the 
', ... , 
subject to result in death. Parasuicide, or subintentional suicide, is an act or pattern of self-
destructive behaviour or low or uncertain lethality, not clearly perceived by the subjects as 
likely to result in their death. A sensible definition must then include two variables: the 
degree o-'-"' intention and awareness. Knowing to what extent people expect their act to result 
in death and how conscious they are of the consequences of their suicidal act has clinical 
rdevance to prevention, identification of persons at risk and treatment (Victoroff 1983:7). 
Suicidal intent, or the extent to which the attempter whished to die, is an extremely useful 
construct in the assessment of suicide risk. Higli jntentis characterised by premeditated 
attempts in which the attempted tries to minimise the possibility of rescue ( eg, timed so that 
discovery is unlikely and occurs in an isolated place). High suicide intent has been found 
to discriminate between youthful attempts and completers. 
Younger children lack the cognitive equipment to understand the finality of death. They may 
see it as not permanent like a sleep or something temporary and perhaps even pleasant. Thus 
it is possible for young children to succeed in committing suicide because they are measuring 
the value of their lives with an inadequate yardstick (Fisher 1987:547). 
Assessment of intention is often related to the degree of lethality implicit in a suicidal act. 
If a man puts his head on a railway track and is beheaded, we presume a high level of 
lethality for his act. A youngster who neglects his epileptic treatment, goes rock climbing 
and falls to his death, may have died by accident by reason of indifference to whether he 
lives or dies. Such an act may exemplify equivocal lethality. A girl who impulsively 
empties bottles of her mother's medicines into her palm and swallows a mix of quindine and 
methyldopa may not really expect to die therefore the intentional lethality of the act may be 
quite low (Victoroff 1983:7). 
Many suicide patients use a preoccupation as a way of fighting off intolerable depression and 
a sense of hopelessness. Hopelessness was found to be one of the most accurate indicators 
oflong-term suicide risk as revealed in a study by Aaron Beck (Hawton & Catalan 1987:41). 
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Thoughts about suicide may be either communicated to or withheld from others. It is 
generally accepted that when a young person has a persistent conscious awareness of a desire 
to do self-harm, this implies that the ambivalence about dying is now tipping to the side of 
increased self-destructive potential. Yet careful assessment is needed because the 
communication of a desire to die has obvious instrumental or manipulative aspects 
(Garfinkel & Northrup 1989:9). For this reason, the presence or absence of suicidal ideation 
requires careful scrutiny on the part of the clinician. 
The correlation between the intention to die and the lethality of a suicidal act is not 
congruent. A bullet in the head, obviously expected to be lethal, may not result in death: 
swallowing poison, regarded as a gesture of low lethality, may result in death (Victoroff 
1983:6). 
The most interesting finding from retrospective or psychological autopsies of suicidal deaths 
is that in most cases there were clear clues to the impending lethal event. The clues to 
suicide are present in approximately 80,0 percent of suicidal deaths. Individuals intent on 
committing suicide consciously or unconsciously emit signals of distress, whimpers of 
helplessness, plea for response, and opportunities for rescue (Roy 1986: 11 ). It is a sad and 
paradoxical thing to note that the common interpersonal act of suicide is not hostility, not 
rage or destruction, not even withdrawal, but communication of intent. 
Suicidal clues may be verbal and behavioural. The verbal statements are tantamount to 
saying I am going away (aggression) you won't be seeing me; I cannot endure It (pain) any 
longer. The behavioural signs are such unusual acts as the person's putting his affairs in 
order, giving away prized possessions, and generally behaving in ways that are different from 
the usual behaviours and betoken a bubbling in perturbed psyche (Gillis 1986:94; Roy 
1986: 11). 
The expression of hopelessness of having nothing to live for and feelings of worthlessness 
are characteristic of the depressive syndrome, which is acknowledged as a contributor to risk. 
Equally important is the expression of intense hostility, hatred and homicidal thoughts. The 
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content of suicide notes can have relevance to the assessment of suicide risk, for example, 
when found before suicide has occurred, or when a suicide attempt is survived. The 
discomfort statements which are found more often in notes show deeper feelings of hatred, 
vengeance, and self-blame. It seems that those that show the greatest concern for subsequent 
events with evidence of angry resentment may indicate the highest risk. 
A child's expressed wish for reunion with a dead loved one is an example of the type of 
pleasant death fantasy. The person acutely grieving the loss of a loved object may see death 
as a way to attain a blissful state of reunion, thereby relieving currently experienced grief, 
deprivation and frustrations. The nature of the relationship of the child with the lost parent 
prior to the loss is equally important as well as the manner of the parent's death. Qualitative 
statements are helpful in assessing this item (Garfinkel & Northrup 1989: 10). 
fh;~~gedy of suicide death is that a suicidal state of mind is temporary. If the people can 
pe kept safe from themselves, even forcibly, the mood will pass. The fact that a suicidal 
state of mind is temporary is the basis of suicide intervention. Suicide feelings may come 
\ 
and recur, but they always leave. Suicidal people feel hopeless because although they 
temember that feelings leave, they know that for them, they also return (Wrobleski 1989:47). 
As a general rule, it is unwise to ignore talk about suicide. When the underlying reason is 
clearly related to psychotic thinking, such as depressive morbid self-blame and hopelessness 
or schizophrenic or delusional ideas, then the risk of suicide is immediate and severe. 
Scrupulous care is demanded when such a patient expresses homicidal ideas, especially when 
the content is congruent with other psychotic beliefs. 
Manipulation and the wish to punish someone by one's own death is a complex issue to 
ascertain. Generally, they are regarded as factors mitigating against risk. This should not 
be used to dismiss or minimise the seriousness of the threat or attempt, because they are 
invariably expressions of complex forces in the intrapsychic and environmental fields and 
usually betray acute emotional distress (Garfinkel & Northrup 1989: 10). 
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In a study in 1984, Wrobleski (1989:49) asked 158 suicide survivors about the danger signs 
given by 110 people who actually killed themselves. Table 2.2 portrays the danger signs in 
order of their frequency. 
Table 2.2: Danger signs presented by people who commit suicide 
...... ..... . .. ........... . ... . . . . 
··SIGNS (;.l~r{ ~¥ {>~(){>~~ }VII() DIED ) i . . ·I··. ••·••••••••••••l~~<JiNi~<iE••••(•~>••••.·.···················.···· 
Statements about hopelessness 72 
Statements about helplessness 68 
Statements about worthlessness 64 
Talk about suicide 57 
Preoccupation with death 51 
Were suddenly happier, calmer before death 41 
Lost interest in things they cared about 40 
Visited or called people they cared about 38 
Set their affairs in order 30 
Gave prized possessions away 15 
(Wrobleski 1989:48) 
Note that the top five danger signs are all talking behaviour;]The number shown are the 
percentage of suicides who said or did each danger sign. M~y suicidal patients conceal 
s~icidal ideas. Presumably those who conceal their feelings in this way are determined to 
kill themselves, come what may. Society should be suspicious that this may be the case 
when a patient is evasive when questioned directly about suicidal intent, dodging the 
question and giving ambiguous replies. 
A proportion of those who are at serious risk of suicide may appear to be symptom-free, 
relaxed and optimistic in an interview. It is important not to take this at face value. 
Sometimes there is a marked variability in the degree of distress, particularly when 
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depression is closely related to situational factors and when alcohol abuse causes recurrent 
cnses. 
What are the motivations that overwhelm the powerful instinct of all living beings to 
survive~ Victoroff (1983:26) compares this with infection and says that the degree of 
morbidity or the possibility of fatal effect is decided by the resistance of the host, the 
"irulence of the agent and the circumstances of the infection. Similarly, the likelihood that 
a suicide attempt will occur is determined by the nature of the causative agent or agents, the 
vulnerability of the victim, and the intensity of exposure. 
Just before people perform a suicidal act, they may perceive themselves as being in grave and 
escalating danger (the causative agent). For example, My boss examined the books. He 
knows I've been stealing. As a result they become terribly distraught (vulnerability). I'll be 
caught, I've never felt so terrified. Their thought processes become obsessed with 
insufferable anguish so that they are unable to consider alternatives (intensity of exposure). 
(I can 't bear the shame, I must die). Impelled by desperate urgency to end this torment, they 
choose death (Victoroff 1983:26). 
Vulnerability of the victim is important in the assessment of intent. Most suicidal persons 
undergo transient episodes in which their suicidal impulsions become especially dangerous. 
For example, persons who have suffered the loss of a parent or other loved person in 
childhood are more likely to commit suicide in later years if they experience significant loss 
agam. 
Persons obsessed with high standards of perfection (perfectionism) and those who have been 
brought up to believe that failure is intolerable and will result in loss of love or rejection, 
cannot cope with their discerned inadequacies (Victoroff 1983:26). Vulnerable people may 
be easily persuaded to kill themselves and suicidal behaviour may be an initiative 
phenomenon. 
Suicidal ideation can be conceptualised as one of the following spectrum forms: non-specific 
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( eg, life is not worth living), specific (I wish I was dead), ideation with intent (I'm going to 
kill myselj), ideation with a plan (I'm going to kill myself with pills) (Blumenthal & Kupfer 
1990:271). 
Both helplessness and the severity of depressive symptomatology are correlated with the 
severity of suicidal ideation. Some investigators found that children and adolescents who 
engage in suicidal ideation are quite different from those who actually engage in suicidal 
behaviour, with the ideators showing more depression and attempters manifesting more 
conduct and impulse control disorders, on the other hand. Others found that suicidal ideation 
and attempts are a continuum, that children and adolescents with serious ideation are 
clinically indistinguishable from those who actually make suicide attempts (Blumenthal & 
Kupfer 1990:271). Therefore, it follows that those with serious suicidal ideation, either with 
intent or plan, should be at high potential to act on their suicidal thoughts. 
2.5.2 Suicidal intent and attempted suicide 
The term parasuicide has been defined by Kreitman as referring to any act deliberately 
undertaken by a patient who mimics the act of suicide, which does not result in fatal 
outcome. Parasuicide is synonymous with attempted suicide, a better concept than failed 
suicide. Because the motive is not fatal, attempted suicide can be regarded as attention-
seeking behaviour. El-Dosoky, Ganonza and Pari (1994: 19) in Kgoatla (1997:59) state that 
more girls attempt suicide than boys. 
2.5.3 Suicide intent and completed suicide 
According to Hawton and Catalan (1987:63), the factors that suggest high suicidal intent 
include planning beforehand, precaution taken to avoid discovery, no attempt made to seek 
help afterwards, the use of dangerous methods ( eg, shooting, drowning, hanging, 
electrocution) and a final act (eg, making a will, leaving a suicide note, extensive 
premeditative and the admission of suicidal intent). Finally, people alienated from others, 
unable to socialise, or who feel ostracised are walled-off by psychological barriers from 
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access to support from others in the community. Schizoid individuals are frequently devoid 
of the capacity to form or maintain warm and affectionate ties. They may be deprived of 
social nurturance from childhood. 
As often as all maladaptive mstances put together alcoholism is the agent most likely to lead 
to suicide (Victoroff 1983:29; Stuart & Sundeen 1991:602). 
Suicidal intent, or the extent to which the attempter wishes to die, is an extremely useful 
construct in the assessment of suicide risk. High suicidal intent is characterised by 
premeditated attempts in which the attempter tries to minimise the possibility of rescue. 
Statements about hopelessness, helplessness, worthlessness, talks, ideation or preoccupation 
with suicide are also clues that can help in the assessment of intent. The common 
interpersonal act in suicide is communication of intention (Roy 1986: 11). 
2.6 SUICIDE PLAN 
Self-destructive plans should be assessed by the lethality of the proposed method, its 
availability, specific details and clarity in the organisation of the plan, specificity in time 
planned, bizarre plans and previous suicide attempts (Stuart & Sundeen 1991:472). Methods 
may be highly lethal or of low lethality. Suicide completers are most likely to use lethal 
methods while attempters use nonfatal methods (Marais 1981 :269). In this chapter, these 
methods will be discussed. 
2.6.1 Choice of method 
The choice of method or means used to effect a self-inflicted death depends on several 
factors, most importantly, one's psychological intention (aim, goal). Intention and lethality 
are linked significantly to the availability and accessibility of a particular means.. The 
person's knowledge, experience and familiarity with a method; the_ personal meaning or 
symbolic or cultural significance of the methods, and_ the actor's state of mind play a role in 
method choice (Bongar 1992:86). 
''-,.,...,_,-_., 
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Specificity of a suicide plan is recognised as another indirect indicator of risk that can be 
readily assessed. A self-destructive plan that is rather specific as to time, place and 
i mechanical details (method to cany it out) increases risk in that it betrays the amount of 
·.psychological energy involved in its elaboration and the strength of motivation to see it 
~~~p~~te.~arfinkel & Northrup 1989: 12). \ 
----------·-··-----·-·~-·-- - - ,· 
Ashley-Smith (1993:121) cited by Kgoatla (1997:61) stated that there are two broad 
categories of methods of suicide: reversible and irreversible. Reversible is where the method 
used to promote death is reversible, such as an overdose of tablets or heavy ingestion of 
alcohol and superficial wrist slashing. After the act, the individuals are left plenty of time 
to summon help should they change their mind. This often fits in well with the manipulative 
aspect of the behaviour, such as where a variety of different tablets are consumed or multiple 
slashes are made to the wrist to produce a large amount of bleeding. 
Irreversible refers to methods of suicide which once employed cannot be reversed and where 
little or no time is left for the individual to summon help, including shooting, hanging, 
jumping from a high-rise building, electrocution or employing multiple methods, such as 
overdose together with wrist slashing and gassing. Ashley-Smith (1993: 121) as cited by 
Kgoatla (1997:61) who maintains that gassing using carbon-monoxide fumes or other gases 
should be regarded as an irreversible form as it is seldom used as a manipulative act. The 
injection of drugs such as insulin, potassium chloride or other substances is highly indicative 
of a genuine desire to die. 
2.6.2 Methods used in attempted suicide 
In the United Kingdom, nine out of ten cases of attempted suicide referred to general 
hospitals involve self-poisoning, the rest being taking an overdose of pills and self-injury 
combined (Hawton & Catalan 1987: 14). Most overdoses most commonly involve the use 
of prescribed drugs with minor tranquillisers and sedatives. Marais ( 1981 :261) classifies 
methods into specific types, one of the most dramatic being 96,0 percent of non-fatal female 
attempters used either poisoning (82,0 percent) or cutting ( 4,0 percent) in their first attempt. 
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Prescribed psycho-active drugs are readily accessible for suicide and are given to a high-risk 
group. There is general consensus on deliberate self-poisoning as a common method of 
attempted suicide (Roy 1986: 141; Blumenthal & Kupfer 1990: 184). 
Paraceta..110L which is freely obtainable without prescription, is particularly dangerous as an 
overdose because as little as ten grams can lead to severe hepato cellular necrosis (death of 
liver cells) (Kgoatla 1997:62). Patients who change their minds after taking paracetamol, or 
who do not really wish to die, may go on to develop encephalopathy (brain disease), 
haemorrhage and cerebral oedema (swelling of brain) within a few days and then die. Other 
drugs commonly used are benzodiazepines, with diazepan (valium) heading the list. 
Following in order of frequency are analgesics tricyclic antidepressants, phenothiazine, 
hipnotics, anticonvulsants and barbiturates (Victoroff 1983: 17). It is well-recognised that, 
despite careful precautions, self-poisoning and self-injury, the self-poisoners themselves are 
often unaware of the extent of toxicity of the substance consumed (Hawton & Catalan 
1987: 16). 
The most common form of deliberate self-injury involves self-cutting, particularly the wrists 
and arms, although other parts of the body are sometimes cut. Slashing the wrists, which is 
a behaviour of younger patients, is often repeated and in many cases appears to be a different 
phenomenon in psychopathological terms from self-poisoning. The act of cutting is usually 
carried out in a state of detachment and may be motivated by a need to alleviate intolerable 
tension. 
The use of alcohol and severe intoxication with alcohol may, in some cases, be regarded as 
deliberate self-poisoning and, as such, similar to taking an overdose of tablets. Among self-
poisoners in Oxford in 1984, approximately one half of the men and almost one third of the 
women admitted to having been drinking during the six hours before their overdose. Similar 
findings have been noted in Bristol and elsewhere (Hawton & Catalan 1987: 17). 
Bullying is the intentional, unprovoked abuse of power by one or more children to inflict 
pain and cause distress to another child on repeated occasions. It includes several different 
46 
activities: pushing, hitting, spreading slander, provoking, making threats, extortion and 
robbery. A common international phenomenon, which leads some children to harm 
themselves or commit suicide. To ignore bullying is to condemn children now and perhaps 
also in adult life. Adolescence is a time of emotional turmoil and rapid physical 
development. An unwanted pregnancy at this stage is an overwhelming burden, which, 
unless properly handled, may have disastrous results. It is in adolescence that many girls 
first begin to experience the impact of sex discrimination, eating disorders, depression, 
attempted suicides and poverty (Kgoatla 1997:65). 
2.6.3 Methods used in completed suicide 
There are marked international differences in the predominant methods used to commit 
suicide by young people, which probably reflect differences in the availability of the various 
means. In the United States, for example, firearms are the predominant method whereas they 
are relatively rarely used in the United Kingdom. By contrast, suicide due to poisoningby 
liquids and solids (mostly overdoses) is far more common in the United Kingdom than in the 
United States. 
According to Roy (1986: 140), another indication of the extent to which availability 
influences the method chosen was the finding among adolescents in Ontario, where hanging 
---····~ ......... 
and poisoning were commonly used in rural areas and drugs and jumping from heights more 
often in urban areas. Men usually commit suicide with firearms or by jumping from heights 
(Kaplan & Sadock 1985: 1313). 
In assessing the high lethality of suicide, El-Dosoky, Carranza and Puri (1994: 18) cited in 
Kgoatla (1997:66) suggest that the following factors should be considered: planned 
beforehand; precaution taken to avoid discovery; no attempt made to seek help afterwards; 
dangerous method used, eg shooting, drowning, hanging or electrocution; a final act, eg 
" ·~ 
making a will; leaving a suicide note; extensive premeditation, and admission of suicidal 
--·· -• - . I 
intent. 
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Garfinkel and Northrup (1989:64) also agree that firearms are the major means of suicide 
among young suicides. 
Victoroff ( 1983: 17) also stated that firearms are the most frequently used instruments of 
death among male suicides. Asphyxia by strangulation is the next most frequent technique, 
closely followed by poisoning. Among females, poisoning is the most common means of 
suicide, cervical compression and firearms follow. Drowning and jumping from high places 
occur relatively infrequently in both sexes, but are significantly higher in females than males. 
Jumping is fantasised by young children. Roy ( 1986: 141) reports that there are also marked 
sex differences in the methods for suicide by adolescents, males tending to use violent 
means, such as firearms and hanging, and females to use poisons. This has been related to 
higher aggressiveness among males, although differential availability of means is also likely 
to be important. For example, males are most likely to have experience with and access to 
firearms, whereas females are more likely to receive psychotropic drugs in the form of a 
prescription. 
Sometimes suicide is committed for the good of others. The Indian woman who throws 
herself upon the funeral pyre of her husband (Sutteism) feels she has no separate existence 
from her husband, and thus must also physically die (Mellish 1993:231). There are claims 
that up to 75,0 percent of single occupant auto fatalities are suicide. There is very little 
research on autocide but the studies indicate that one to five percent of these fatalities are 
suicide. It is usually not difficult to determine the cause of death when individuals use this 
as a suicide method. In such cases the driver hits a fixed object with no evidence of 
skidding, braking or other evasive actions (Wrobleski 1989:31). The driver usually has a 
previous history of depression and talk of suicide. 
Table 2.3: Lethality of suicide methods 
·.· ...... ·.·.··.- ..... · .. · .. ·.· 
-tow LETI1AL 
Wrist cutting 
House gas 
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·.·.·.·.. . ... · .. · .. ·.·· ... · ... · 
. HIGll LE1'HAL 
Gun 
Jumping 
Hanging 
Drowning 
Non-prescriptive drugs (excluding aspirin Carbon monoxide 
and tylenol) Barbiturates and prescribed sleeping pills 
Aspirin and tylenol (High dosages) 
Tranquillisers, eg diazepam (valium), flura- Car crash 
zepam ( dalmane) Exposure to extreme cold 
Antidepressants, eg amitriptyline ( elavil) 
(Wilson & Kniessel 1988:789) 
How the above methods are used by the suicides themselves will determine how patients are 
motivated to die, but the seriousness of any act of suicide is correlated with the mental state 
of the patient. 
The choice of the method of death reflects the availability of that means. Methods used to 
commitfelo-de-se (a person who kills himself) can be reversible or irreversible. Reversible 
methods are commonly used by attempters who may be manipulative while irreversible 
methods are used by people who wish to commit suicide, compared to self-poisoning, which 
is used by suicide attempters. A self-destructive plan that is rather specific about time, place 
and mechanical details increases risk. 
2. 7 EFFECTS OF ADOLESCENT SUICIDE/P ARASUICIDE 
Duraj (1984:44) lists the following effects in his article on school and adolescent suicide: 
• guilt associated with failure to carry out tasks in caring for the adolescents 
• denial and embarrassment 
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• bereavement and confusion 
• anger directed at themselves and everybody who was in contact with the adolescent 
• imposed shame and long-lasting shame 
• other family members, especially children may copy the act 
• dtj:>ression 
r~-A.<l~i~scent suicide has a powerful effect on the family and friends, who often have great 
i 
- difficulty accepting it. They all suffer tremendous guilt and are especially hard hit (Chiles 
1986:27). Those left behind engage in self-blame, searching for reasons and trying to piece 
together the events that brought a young life to an end (Kotila 1992:416)./ 
( 
\ Suicide is an angry act, which scares all those around and has a profound effect on everyone 
connected with the victim. It leaves people with feelings of despair, anger and worthlessness 
(Blank 1989:30). Fardell (1989:32) states that relatives need support, many are angry and 
the question of litigation hangs over everyone's head. When suicide has occurred, family 
members want an explanation of what could have led to the action: police come in to enquire 
about the act from remaining members of the family, and journalists come to take photos and 
enquire about the incident. All the repeated explaining will affect the ones having to do it. 
Colman (1990:44) lists the following effect of attempted suicides: 
• disfigurement, which might be permanent 
• lifelong paralysis 
• chronic physical illness 
• prolonged hospitalisation 
• large sums of money used for specialised care, such as psychiatric care by psycholo-
gists 
2.8 PREVENTION OF SUICIDE/P ARASUICIDE 
Prevention means defining the problem, identifying the causes and either eliminating them 
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or strengthening people's ability to resist them. Adolescent suicide should be prevented at 
primary, secondary and tertiary levels. 
2.8.1 Primary prevention 
Primary prevention of suicide aims at preventing attempted suicide through health education 
of the community to recognise risk factors in suicide and to know where to refer people-in-
,, 
crises. Crisis intervention can be carried out by the following community services: 
• crisis clinics 
• life-line 
• suicides anonymous 
• mental health clinics 
The most important primary preventive measure is to help parents communicate with their 
children (Vlok 1991:447-448). 
• primary prevention includes activities such as promoting the inclusion of a unit on 
emotional health in health education courses in high schools 
• establishing hot-line/crisis services 
• introducing mental health services in the community 
• conferences and seminars about suicide to include teenagers, teachers, parents, nurses 
and psychologist (Ladame 1992:406-408; Marttunene 1992:652) 
• nurses, teachers, parents and peers to be aware of warning signs of potentially 
suicidal adolescents 
Sullivan et al (1980:560) propose that to prevent suicide people should learn about the causes 
and dynamics of suicide so as to determine who is prone and how to intervene effectively. 
Eisenberg as cited by Albin (1981:27) gives the following suggestions for preventing 
adolescent suicide: 
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• elimination of the tools used to commit suicide 
• safekeeping of firearms and medication 
• strict rules on licensed and unlicensed guns 
• media coverage of discussions on suicide to include information on available 
resources for help for those contemplating suicide 
Husain and Vandiver (1984: 168) state that teachers may be confidants of adolescents under 
stress and may be considered helpful in assisting suicidal students by 
• listening to what students say 
• taking suicidal threats seriously 
• helping teenagers to obtain professional help 
• helping and mobilising help from others in the school 
• liaising with treatment facility and parents 
Morrison (1987:536) lists the following intervention strategies in preventing adolescent 
suicide: 
(1) Liaison with school counsellors 
• Counsellors should call the Mental Health Center whenever the need arises. 
• Counsellors should identify and monitor high-risk students and make relevant 
referrals. 
(2) Peer counselling 
• Many schools develop well-structured peer counselling services supervised by school 
counsellors. 
• Young people should be trained to identify risks and then make referrals 
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(3) Support groups 
• Support groups are recommended. 
• Support groups at school provide an accessible and acceptable counselling resource 
for many students. 
( 4) Faculty in-services 
Workshops on youth suicide should be conducted for teachers and students. 
( 5) Suicide and curriculum 
Davis and Sandoval (1991:149) introduced the topic of suicide into the school curriculum: 
• to increase students' awareness of the warning signs of a suicidal youth 
• to give factual information about suicide 
• which includes 
treatment 
referral procedures 
confidentiality 
stress reduction 
( 6) Community forums 
The purpose of such forums is to foster a sharing of concerns, fears and questions. 
Communities can help identify at risk teenagers and refer relevantly. 
(7) The media 
The media should discuss the problem of suicide coverage with the staff of mental 
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institutions (Morrison 1987:536-537). Bollen and Phillips (1982:802-809) outlined the 
effects of television news stories where actors commit suicide and their action being imitated 
by youngsters. 
Gavin and Jacobs (1987:43) recommend the use of School Resource Officers (SRO) in all 
schools in the community to enforce the law and as resource persons for educational and 
prevention programmes and to be friends and counsellors to the students. 
Allen (1987:288) emphasises the following aspects of interventions to prevent suicide: 
• Take warning signs and threats seriously. 
• Do away with the denial and stigma of suicide at all levels. 
• Educate teachers, parents, students and the community at large on the causes of 
suicide, warning signs and preventive measures. 
Diekstra and Hawton (1987:1) outline the following objectives: 
( 1) Improve the underlying societal factors that seem to put strain on adolescents, such 
as 
• loss of career perspective 
• unemployment 
• school stress 
• family disruption 
(2) Establish ways of strengthening the general ability of adolescents to cope with the 
events of life by 
• learning how to evaluate the situation 
• recognising and using opportunities 
• making changes 
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• dealing with periods of transition 
• developing the capacity to formulate problems, find solutions and make decisions, 
take part in social events 
• resolving conflicts and communicating effectively 
• having the confidence to question and intervene actively on their own behalf, when 
necessary 
(3) Establish strategies in the family and community network to develop the coping 
ability of their members. 
(4) Equip general practitioners and other health professionals to deal appropriately with 
suicidal patients. 
(5) Educate the public, especially young people at school about the causes, signs and 
circumstances of suicide risk and the prevention of suicidal behaviour. 
( 6) Involve personnel and community in the detection, assessment and care of those at 
risk. 
Nelson, Fabberow and Litman (1988:40-41) include educating adolescents at risk in self-
awareness, coping mechanisms and communication skills as part of suicide intervention. 
Fogarty ( 1993: 19) confirms that community-based treatment is successful in the primary 
prevention of both completed and attempted suicides. 
The TV programme Top Level (1994) at 18:00 on 16 January discussed the topic of teenage 
suicide and gave the following preventive measures: 
• Parents should listen to what their children have to say. 
• Identify high-risk teenagers through warning signs. 
• Establish structures in the community where suicide is discussed. 
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• Parents should communicate freely with children. 
• The community should start campaigns on 
problem-solving skills 
parenting skills 
coping mechanisms 
In addition to these preventive measures, Hlatswayo (1994:57) lists the following: 
• Teenagers should be loved by parents and be involved in family activities. 
• Parents should be involved in teenagers' education and be sensitive to their needs. 
• Family forums and teenage groups should be encouraged to discuss issues relating to 
teenage problems. 
• A balance should be created between westerns and traditional cultures to bridge the 
gap, which often leads to conflict between adolescents and their parents. 
The National Progressive Primary Health Care Network (NPPHCN) (1996:30) outlines the 
following preventive measures in their study on youth sexuality: 
(1) The establishment of counselling facilities to deal with the many issues confronting 
children and adults in contemporary family structures including 
• alcohol and drug abuse by suicidal adolescents 
• violence against women and children 
• sexual abuse of and other forms of violence against children 
• separation and divorce, which in most instances affect adolescents adversely 
and cause them to resort to suicide 
• assistance in the reconstruction of new families 
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(2) Sexuality education programmes should 
• involve and encourage parents and other adult caregivers to participate 
• include the development of communication strategies for parents, other adult 
caregivers and children to facilitate the exchange of information on issues of 
sexuality, relationships and suicide 
• be non-judgemental and non-moralistic 
(3) Community education campaigns and programmes on teenagers should acknowledge 
the diversity of family arrangements and cultures in the countiy and ensure that their 
approaches are inclusive (NPPHCN 1996:38). 
(4) Education programmes for adolescents should include 
• encouraging the youth to complete their schooling to prevent unnecessary 
frustrations leading to unemployment, which may lead to depression 
• encouraging cultural practices and traditions which promote open communica-
tion within families 
• encouraging the discontinuance of traditional practices that are not appropriate 
in today's society 
• creating opportunities for adolescents to explore their beliefs so that myths and 
misconceptions can be dispelled 
• encouraging adolescents to explore their individualism and learn to reject 
inappropriate peer pressure, as in most instances peer group pressure may lead 
them to commit suicide (NPPHCN 1996:61). 
Tshwete (1995:9) states that to improve communication between parents and children, 
parents are taught to change their attitudes and to reach out to their children to improve 
parent-child relationships, which are often strained and responsible for adolescent suicide 
attempts. 
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Olivier (1996: 10) found that teenagers in Roodepoort and Dobsonville were involved in 
outreach projects after being trained and equipped to reach out and help to address the 
problems of families in their immediate area. The outreach projects keep the youngsters 
involved in useful activities and off the streets where they could be involved in criminal 
activities or violence. 
The Rainbow Children Open Talk Artists were established in April 1995 by Lebogang 
Temba, with the help of health advisers from the Department of Health. The Open Talk 
Artists cover a wide range of health issues such as 
• addressing life skills 
• AIDS 
• peer group pressure and ways of dealing with it 
• how to say no to sex without condoms 
• providing youth with an opportunity to make their own suggestions on how they can 
involve their parent in issues that involve the youth and parents (Health Talk 
Community News 1997:8) 
2.8.2 Secondary prevention 
After an unsuccessful or incomplete suicide attempt, the family or community will intervene 
by getting medical help for the self-injured person. Secondary prevention includes 
emergency resuscitative or eliminatory treatment at home or the location where the person 
is even in a hospital casualty ward, and hospitalisation in a general or a psychiatric ward, 
depending on the patient's mental state. Hospitalisation is necessary for 
• completion of assessment 
• stabilising the patient's condition 
• temporarily removing the vulnerable individual from the highly stressful social 
situation 
• making arrangements for a special residential area, where necessary 
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involving all-important members of the individual's support network 
making arrangemer..k for the follow-up treatment (Vlok 1991:448) 
Health professionals need to have and use good communication skills to form a warm, caring 
relationship with the trouhled young person. 
The nurse has to act as a liaison between the adolescent and the parents while the adolescent 
is still hospitalised and at the same time assess the social environment. Family members 
need support from health professionals as the attempt or unsuccessful suicide by their 
brother/sister might leave them with anger, self-guilt and confusion. 
(arents need to be empowered to deal with their suicidal adolescent on discharge, by creating 
a non-judgemental environment and encouraging adolescents to talk about their problems 
with parents, teachers or medical doctors. 
Ciff one ( 1993: 198) states that suicide must be included as part of health topics and be 
presented in classrooms by school. 
The teenager to attend follow-up outpatient care and nurse to continue with support of 
teenager and family members by home visits (Vlok 1991:448). 
Lyall (1990: 17) suggests an organisation for the bereaved, the Compassionate Friends, where 
parents of teenagers who committed suicide come together to talk about their problems, fears 
and anger. 
2.8.4 Postvention 
All those who were close to the deceased are summoned and given the chance to share their 
feelings and thoughts so that the experience can be used as a growth stimulus to improve the 
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quality of life and relationships of those left behind. 
2.9 THE INVOLVEMENT OF COMMUNITY HEALTH NURSES IN SUICIDE 
PREVENTION PROGRAMMES 
Nurses are urged to justify their claim to be part of an increasingly skilled profession by 
contributing to suicide prevention work. Because nurses are in direct contact with people 
who are at risk of engaging in suicidal behaviour they have to improve their ability to assess 
suicide risks (Duffy 1993:28). 
2.9.1 The community health nurse as caregiver 
The community health nurse has to assess the client's needs and to plan the appropriate 
nursing intervention, implement the plan of care and evaluate the nursing care and its 
outcomes (Clark 1996:62). 
2.9.2 The community health nurse as an educator 
The community health nurse provides clients and others with information and insight that 
allow them to make informed decisions on health matters. The community health nurse 
educates the general public on the harmful effects of cigarette smoking, drugs, alcohol, 
cholesterol or low-fibre diet (Clark 1996:62). 
As a school health nurse, she is close to the adolescents world and in a unique position to 
• screen emotionally distressed students 
• identify the students who frequent her office for minor complaints 
• answer questions asked by suicidal adolescents 
• refer situations she cannot handle to psychologists, student counsellors or family 
practitioners 
• act as a resource person for teachers, students and parents on suicide 
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• talk freely and honestly about suicidal feelings and thoughts 
2.9.3 The community health nurse as a counsellor 
The community health nurse li.elps individuals and families to choose viable solutions to 
health problems. When confronted with the problem of attempted suicide, the community 
health nurse uses her skills to assist the individual client to identify and clarify the problem, 
identify the alternative solutions to the problem and to evaluate each of the alternative 
solutions in terms of criteria established for an acceptable solution (Clark 1996:62). 
The community health nurse's communication skills are very important, especially when 
counselling suicidal adolescents. She has to 
• establish good rapport with clients 
• be frank and honest in dealing with problems 
• be a good listener 
• allow adolescents to express their feelings without being judgemental 
2.9.4 The community health nurse as a referral resource 
The community health nurse is charged with referring clients to another source of services, 
such as a psychologist, psychiatrist or social worker (Clark 1996:63). Specific functions of 
the community health nurse in the referral role include determining the need for referral, 
identifying the appropriate referral resources and making and following up on the referral. 
Sometimes she is even forced to accompany the client and family to such resources, 
depending on the seriousness of the client's condition. 
2.9.5 The community health nurse as a role model 
Community health nurses serve as role models for various people with whom they come into 
contact. Through their own behaviour, nurses influence the behaviour of others. Their 
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ability to deal with crisis situations such as suicide without panicking provides direction for 
clients to do the same (Clark 1996:64). 
2.9.6 The community health nurse as an advocate 
The community health nurse serves as an advocate for the individual client in explaining the 
client's needs to the family or to other health care providers. She will explain to the parents 
of an adolescent who has attempted suicide why their child attempted suicide, and will 
• support the adolescents at risk 
• support and provide information to peers, parents and teachers 
• advise clients needing specialist consultation to do so, to prevent a deterioration of 
their problems 
• promote good health so as to cultivate a healthy life style (Dreyer, Hattingh & Lock 
1993:28). 
As an advocate, the community health nurse provides the community with information about 
facilities available for specific preventive measures and for suicide prevention in particular, 
communities are encouraged to use such facilities. 
The community health nurse's advocacy role takes place at the community level to improve 
the health of population groups 
• by helping communities to organise and present grievances to the City Council 
• helping to develop health care policies, by 
identifying resources 
planning for resources 
coordinating resources 
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2.9. 7 The community health nurse as a change agent 
As a change agent, the community health nurse recognises the need for change, makes others 
aware of the need for change, motivates others to change and initiates and directs the desired 
change (Clark 1996:69). 
The community health nurse may serve as a change agent working with individuals, families, 
groups and communities, or in health care delivery. For example, change may be required 
in the attitudes of parents towards adolescents or attitudes of nurses towards clients 
(consumers) or the health care system may need to be redesigned to meet the needs of ethnic 
minority groups moving into the area (Clark 1996:69). 
2.9.8 The community health nurse as community care agent 
The community health nurse provides care at an expanded level to communities as clients. 
Her functions include 
• diagnosing the level of health of the community (eg, identify common health or social 
issues in the community) 
• deciding on solutions to health problems diagnosed ( eg, decisions on how to prevent 
suicide in the area) 
• preparing the community to identify and meet health needs 
• evaluating health-care delivery (Clark 1996:70) 
2.9.9 The community health nurse as a member of a team 
A community health nurse is a volunteer in organisations such as 
• church groups 
• run away houses (halfway houses) 
• crisis clinics 
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• life-lines 
• mental health clinics 
• district health forums 
• community-based forums 
Her major role in the above organisations includes 
• giving information on health-related matters affecting the youth 
• providing counselling services to adolescents in crisis situations 
• referring relevant candidates to specialists 
• giving input on community projects, needs or problems in communities 
• gathering information from other communities and exchanging ways to improve the 
quality of life, particularly of adolescents (Vlok 1991:447) 
2.9.10 The research role of the community health nurse 
The community health nurse has a research function which may be carried out at several 
levels in the community health field (Dreyer et al 1993:36; Clark 1996:71). The community 
health nurse has an important role to play in conducting research. She may plan to conduct 
an individual research project or be a member of the research team. 
The research role does not only help in improving health care services/or developing 
individuals but most importantly, contributes to the systematic identification of health 
problems, such as adolescent suicide and analysis of disease, and their etiology, causes and 
distribution. 
It is therefore of paramount importance that community health nurses continue to carry out 
research specifically on problems such as suicide to determine specific needs and evaluate 
the effectiveness of care and lastly to develop theoretical bases for community health 
practice (Dreyer et al 1993:36). 
64 
2.10 CONCLUSION 
Suicide is viewed as a crucial problem in the adolescent population. Adolescent suicide is 
an indicator that youth are experiencing social, emotional and physical stress. This chapter 
discussed types of suicide, sociodemographic characteristics, the extent of completed and 
attempted suicide, predisposing factors to suicide or parasuicide, assessment of intent, choice 
of methods, the effects of teenage suicide/parasuicide, the prevention of suicide and the 
involvement of community health nurses in suicide prevention programmes. 
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CHAPTER3 
Research methodology 
3.1 INTRODUCTION 
The two preceding chapters provided the background to and frame of reference for the study. 
This chapter will explain the research design used for the study, duration, scope and 
limitations, target population and sample design of the instrument, pre-testing of the 
instrument and validity of the data collection instrument for the study. 
3.2 RESEARCH DESIGN 
The research design refers to the blue print for conducting the study (Burns & Grove 
1993:39). The design guides the researcher in planning and implementing the study in a way 
that is most likely to achieve valid answers to research questions. 
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3.2.1 Descriptive survey 
The exploratory descriptive survey was chosen to present views and opinions of community 
health nurses on teenage suicide and parasuicide. 
According to Polit and Hungler (1995: 192), a descriptive survey is valuable in gathering 
information about a person's expectations and opinions. Descriptive research provides an 
accurate account of characteristics of a particular individual, situation or group and is a 
means of discovering new meaning, describing what exists, determining the frequency with 
which something occurs and categorising information (Burns & Grove 1993:39). According 
to Treece and Treece (1986: 176), the survey approach tells what people are thinking and 
doing. Descriptive studies in health care and nursing science seek to describe health-related 
conditions as they occur naturally. 
The survey approach was chosen for this study as it would help in finding out the opinions 
and views of community health nurses on teenage suicide/parasuicide. 
No matter what method is chosen to collect data, all descriptive designs have one thing in 
common. They must provide descriptions of variables in order to answer the question. The 
type of description that results from the design depends on how much information the 
researcher has about the topic prior to data collection (Brink & Wood 1994:106). A 
descriptive study is flexible to allow for little information on the population and if available 
tools prove inadequate to measure the variables (Brink & Wood 1994:108). The literature 
enables the researcher to develop tools for data collection. 
The structured interview method was considered the most appropriate method for gathering 
data on the views and opinions of the community health nurse on adolescent 
suicide/parasuicide. 
According to Burns and Grove (1993:39), descriptive studies are usually conducted without 
research control since subjects are examined as they exist in their natural setting, such as at 
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home, work or school. 
3.3 DURATION OF THE STUDY 
The research project was undertaken over a period of four years due to circumstances beyoT\d 
the researcher's control. Literature was drawn from a wide scope of disciplines, including 
psychology, sociology and community health nursing. 
3.4 SCOPE AND LIMITATION OF THE STUDY 
The research was done at various local clinics in the West Rand. The West Rand is about 
30 km west of Johannesburg in Gauteng Province and consists of the following districts: 
• Krugersdorp 
• Randfontein 
• Westonaria 
• Oberholzer 
The population is made up of black, whites, asians and coloureds. Table 3.1 illustrates the 
population statistics of the West Rand Districts as a fraction of Gauteng Province according 
to the 1991 population census. The 1991 population census results were adjusted for 
undercount (CSS 1995:14-15). 
The generalisation of this study is limited as all the information refers to the community 
health nursing perspective on teenager suicide/parasuicide in specific areas of the West Rand 
only, and interviews were conducted at certain clinics only. Any conclusions and 
generalisations that are reached could therefore be applicable only to this particular 
population and sample. 
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Table 3.1: Population figures for Gauteng Province and the West Rand District of 
Krugersdorp, Randfontein, Westonaria and Oberholzer 
··KRlJGERSDORP ·. ~FON'.fE.llN' WEsi'o~ARIA OBERHOLZER 
DlS'I'RIC'I'. < .... · .·· ):>JS'fRIC'l' ... J)JSTJUC'I' DJSTiuc'f ••. 
Male I 036 769 31 433 9 231 
Female I 042 530 31 087 8699 
74080 2 151 
73 529 2 104 
c .... QiE O••tI•.••R••J3••• ps• .. 
Male 126 570 855 5 386 5 262 169 
Female 124 674 784 5 774 5 613 231 
Total: 251244 1639 11160 10 875 400 
0;7 
4460758 196208 
(CCS 1995:8-9) 
The West Rand Districts population makes up a fraction of 11,69 percent of the Gauteng 
Province population. 
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3.5 TARGET POPULATION AND SAMPLE 
3.5.1 Population 
Brink (1996) points out that Roberts and Burke (1989), Wilson (1989), Burns and Grove 
(1993), Brink and Woods (1994), Polit and Hungler (1995) define a population as the entire 
group of persons or objects that are of interest to the researcher, or that meet the criteria the 
researcher is interested on studying. A population is sometimes referred to as a target 
population. 
An accessible population is a portion of the group to which a researcher has reasonable 
access. The target group for this study is a group of community health nurses working at 
various clinics in the West Rand. 
3.5.2 Sampling 
Sampling is defined as the process of selecting a number of individuals from the delineated 
target population in such a way that the individuals in the sample represent as nearly as 
possible the characteristics of the whole population (Dempsey & Dempsey 1992:80). 
Although there is no simple formula to indicate how large a sample is needed in a given 
study, Polit and Hungler (1995:24)) offer a simple piece of advice one can generally use, 
namely the larger the sample, the more representative of the population it is likely to be. 
Dempsey and Dempsey (1992:85) state more specifically that a sample of 10 percent of the 
population is considered a minimum for a descriptive study. 
The researcher determined the total number of community health nurses working at local 
clinics in the West Rand. There are 28 health clinics in the West rand, mostly providing 
Primary Health Care (PHC) services, maternity services and dental services. Most clinics 
providing PHC belong to local authorities, with few belonging to the province (table 3.2). 
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Table 3.2: West Rand health clinics 
.·.···//•·.······</ > ·.· 
.· 
.··· .. 
Krug· Prsdorp 
.··.· .. ·.<·>.<·>>.<.-· > .. -... -.: - . 
KagisoA 
KagisoB 
Lusaka 
Munseville 
Azaadville 
Central clinic 
Leratong dental* 
Leratong Hospital, Ward 7 
Paardekraal * 
Krugersdorp Prison* 
Sterkfontein* 
•·. 
Randfontein 
Mohlakeng 
Yarona 
Toekomsrus 
Central Town Clinic 
Fedler Street 
Dental clinic* 
.. · ... ··· ·• 
"W:t$fQnaria 
Bekkersdal Ward 4 
Bekkersdal Old Clinic 
V enterspoort 
Central Town Clinic 
·•··•· ..... . 
I 
.... 
·. ·.·.•· ...... 
· .. 
Primary health care 
(PHC) 
Local authority (LA) 
PHC (LA) 
LA 
Oral health 
Psychiatric health 
service 
Oral health 
Oral health 
Oral health 
PHC Provincial 
(PROV) 
Maternity Obstetrical 
Unit 
LA 
Dental health 
·.· ·· ... 
·.· 
MOU (PROV) 
PHC (LA) 
PHC (LA) 
LA 
. ....... < •/ /. <) 
.. / . ·...... · ..... · . ... ......... \ < 
34 28 
4 4 
4 4 
· .... >.··.--
28 20 
2 2 
... 
... 
. 
••••••••••••••••••••••• 
. ·.· 
......• .·. . ..... 
23 20 
6 6 
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··.···.···· ... 
CLOOC··. 
Khutsong Health Centre 
Khutsong East PHC 
1--~~~~~~~~~~--1 
Khutsong West MOU (PROV) 
Khutsong Extension* 
Town Clinic* LA 
Sybrand van Niekerk* Oral health 
..... . ....... . 
. .. . 
N{ag~lie§bgrg 
Mogale Clinic 
* The clinics which were not included in the study. 
31 
•••••········ €PNIN{uNJ'tv•••.······ •••1JE.ALTff••~~~··•• 
. Y~ED FOR'l'HE••······· 
. ······· . ·. • sT:JJ'J>'\" 
13 
The researcher included 19 of the PHC clinics in the study, because most of them were 
within reasonable reach and most community health nurses could be interviewed on dates 
agreed upon with nurses-in-charge of such clinics. All dental local health services were 
excluded in the study, because there were no community health nurses in such services. 
Only three PHC clinics were excluded because of time constraints. 
To be eligible for the study, the respondent should be 
• qualified as community health nurse 
• working in specific areas in the West Rand 
• available during the data collection for the study 
The respondents for this study included both gender and did not have specific age or 
experience limitations. 
72 
Use was made of a convenience sample, sometimes referred to as available sample or 
accidental sample, which is a non-probability sample that happens to be available at the time 
of data collection (Brink & Wood 1994: 135). 
The researcher interviewed community health nurses at work during the data collection of 
the study to ensure that each respondent had an equal chance of participation. A total of 99 
community health nurses were interviewed from 18 local clinics in the West Rand. 
3.6 DESIGN OF THE INSTRUMENT 
Structured interviews were used to collect data. An interview is a method of data collection 
in which an interviewer obtains responses from the subject in a face-to-face encounter or by 
a telephone call or electronic means (Brink 1996: 175). 
3.6.1 Interview schedule for community health nurses 
Structured interview schedules were chosen as data collecting instruments to investigate the 
community health nursing perspective on teenager suicide/parasuicide in areas in the West 
Rand for the following reasons: 
• Personal presentation of questionnaires to individual respondents has been found to 
have a positive effect on the rate of questionnaires returned (Polit & Hungler 
1995:288). 
• The information obtained through questionnaires is similar to that obtained by 
interviews (Burns & Grove 1993:368). 
• In structured interviews and questionnaires the questions are worded and presented 
in the same order to all respondents. The questions can be asked by the interviewer 
in the same order for all the respondents so that the order of the questions cannot 
affect their responses (Brink & Wood 1994: 157). 
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• Respondents who cannot read or write can participate in the research when using the 
interview technique (Brink 1996: 153). Respondents feel a greater sense of anonymi!j' 
and are more likely to provide honest answers when using a structured interview. 
• The combination of the two therefore enhances research investigation. 
An interview schedule was developed from the literature. The schedule was divided into five 
sections and there were open-ended and closed questions. The few open-ended questions 
would allow for more complex and even personal information including what people think, 
feel or believe (Polit & Hungler 1987:233). 
The draft interview schedule was analysed by statistical department at the University of 
South Africa to meet the required standard. To facilitate data analysis, most of the open-
ended questions were changed to closed ones. 
The interview schedule was divided into sections as follows: 
Section 1 required biographical data, including sex, age, post held, professional 
qualifications and experience in the area. This was required to ensure that all participants 
were registered community health nurses and to determine their experience in community 
health nursing with regard to the topic under study. 
Section 2 enquired about the extent of adolescent suicide/parasuicide and the methods used 
to commit suicide/parasuicide so as to be able to compare the extent and methods used with 
the literature review and records of attempted suicide by teenagers and adolescents. 
Section 3 required participants to indicate the existence of programmes for the prevention 
of suicide and for counselling victims of suicide attempts and how much use was made of 
such programmes by adolescents and the public in general. The existence of suicide 
prevention programmes would help the researcher in recommending further research where 
no or little use was made of the programmes and/or where there were no programmes. 
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Section 4 examined the involvement of the respondents or other community health nurses 
in the prevention of suicid.;/parasuicide. This was to determine the extent to which 
community health nurses were involved or not involved in the prevention of suicide/para-
suicide. 
Section 5 required community health nurses to give their views and opinions on the 
establishment of programmes for the prevention of suicide and counselling suicide attempt 
victims. This section will be used to recommend the establishing such facilities in areas 
where they do not exist. 
Section 6 required respondents to give their views and opinions about the causes of 
suicide/parasuicide so as to establish prevention methods. 
3.7 PRETESTING THE INSTRUMENT 
One method to test the practical aspects of a research study is to conduct a pilot study or 
pretest the instrument. A pilot study is a small-scale study, which is conducted before the 
main study on a limited number of subjects from the same population as that intended for the 
main project (Brink 1996: 174). A pretest is a trial run to determme as far as possible 
whether the instrument is clearly worded and free from major biases and solicits the type of 
information envisioned (Polit 1989: 197). The purpose of the pretest is to reveal problems 
relating to answering, completing and returning the instrument and tabulating the data. It 
will also point out weaknesses in the administration, organisation and distribution of the 
instrument (Treece & Treece 1986:379). 
The drafted interview schedule was given to 
• ten chief professional nurses working at a nearby nursing college 
• two matrons working at a nearby hospital 
• four senior professional nurses working at a nearby hospital 
• two MA (Cur) graduates 
75 
Professional nurses were to check if the questions were relevant to the community health 
nursing perspective on adolescent suicide/parasuicide. Following this, the 
• questions were modified to suit the situation 
• number of items in the interview schedule was reduced as it was exhaustive 
• duplicate questions were identified and excluded 
• wording of some questions was changed 
• interview lasted from 20 to 25 minutes 
The pretest was conducted among ten respondents from the Diepkloof and Roodepoort 
clinics. The pretest study yielded the following: 
• Ambiguous questions and instructions were corrected. 
• Attention was given to technical details, such as coding and construction for 
computerised analysis. 
The interview schedule was further checked for statistical accuracy and correctness. 
3.8 VALIDITY OF THE DATA-COLLECTION INSTRUMENT 
Validity refers to the ability of the data-collection instrument to measure and obtain data 
relevant to what is being measured (Dempsey & Dempsey 1992:75; Nieswiadomy 
1933:204). The literature described three primary types of validity: content, predictive and 
construct validity (Burns & Grove 1993:342). Following the literature review, key issues 
and concepts were identified and used in the formulation of the questions. The aim of the 
study determined the choice of issues. Copies of draft interview schedules were given to 
experienced professional nurses together with a covering letter stating the title and aims of 
the study so that they could evaluate the content and items against the specific study. There 
was consensus amongst this professionals that the instrument complied with the face and 
content validity. 
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3.9 RELIABILITY OF THE DATA-COLLECTION INSTRUMENT 
Reliability refers to the consistency, stability and repeatability of a data-collection instrument 
(Brink & Wood 1994: 180). A reliable instrument does not respond to chance factors or 
environmental conditions. It 'Vill produce consistent results if repeated over time on the 
same person or if used by two different investigators. Human behaviour is not easily 
measured and could be subject to numerous internal and external fluctuations. 
Certain criteria were incorporated into the questionnaires in an effort to enhance reliability. 
The criteria were 
• enhancing objectivity by requesting the critical evaluation of questions by 18 
professionals 
• pretesting the designed instrument to elicit responses on the community health 
nursing perspective on adolescent suicide/parasuicide 
3.10 DATA-COLLECTION 
Permission to collect data was obtained from the Transvaal Provincial Administration 
(Gauteng Provincial Administration), the Superintendent of Leratong Hospital and the West 
Rand Community Health Services Director, Randfontein District, Krugersdorp District, 
Westonaria District and Oberholzer District. (Annexures D, F, H, J, K, Mand 0). 
3.10.1 Perusal of records 
Permission was granted to visit the Psychiatric Ward at Leratong Hospital to peruse their 
records to assist in the statistics on attempted suicide by teenagers and adolescents from 11 
to 24 years as well as common methods used for attempting suicide as highlighted in chapter 
1 of this study. 
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3.10.2 Distribution of interview schedules 
To avoid the possibility of incomplete questionnaires, misunderstanding of some items, 
nonreturn of questionnaires and to enhance participation in the study, Polit and Hungler 
(1995:20) recommend that researchers fill in their own interview schedules (questionnaires) 
(Annexures B and C). Interview schedules were left at regional offices with the Assistant 
Directors for community health nurses who report at the office and visit different clinics and 
mobile clinics. These were filled in by the respondents and collected by the researcher on 
the agreed date and time. 
3.10.3 Experts in the field 
The researcher interviewed parents, teachers, ministers of religion, social workers and 
psychiatrists on the subject of adolescent suicide and parasuicide and gathered the following 
information: 
• A bishop of a local church where four teenagers had committed suicide within two 
months had organised a workshop together, with some church leaders and health 
professionals to discuss suicide with teenagers. The bishop stated that a lack of 
recreation facilities may be one of the reasons for the problem and urged community 
leaders to establish such facilities to keep teenagers actively involved in constructive 
recreation. 
• A clinical psychologist in Johannesburg, Anton Kruger, advises young people to 
speak to someone immediately if they start thinking about suicide. According to him, 
the symptoms that show that a person is on dangerous ground include crying easily 
and more than usual, decreased energy, lack of motivation or drive, struggling to 
concentrate and loss of appetite. 
• Parents are advised to approach their children in a supporting and empathetic way 
should they find them displaying the above symptoms. Parents should avoid being 
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confrontational, but try to get psychiatric help as soon as possible. 
• Mavuso (1995:2) found that there was a high suicide rate amongst policemen as 184 
police committed suicide in 1994, 171 in 1995 and 137 in 1996. A senior police 
official indicated that, among other things, the violence, social isolation and work 
stress to which police officers were exposed often drove them to suicide. Then too, 
police officers have firearms and it is easier for them to shoot others and themselves 
when stressed. 
• Thandeka Mgoduso, a clinical psychologist, at the Eldorado park Violence Prevention 
Programme thinks that teenagers feel embarrassed and their self-esteem and 
confidence is undermined if they cannot compete with their peers (Green 1992:36). 
• Psychologist, Nthabiseng Mogale, of the Wits Trauma Clinic says that adolescents 
are going through a very difficult period emotionally, their self-esteem is very brittle 
and being part of the crowd is of utmost importance. 
• A social worker of Tsepong Hospital, Elizabeth Macube-Smith says the community, 
especially the youth must be taught about coping mechanisms, and that parental 
involvement is essential (Dlamini 1997:4). 
• Teachers felt that apart from the erection of recreation facilities, more mental health 
officials were needed in clinics and schools to deal with suicide problem effectively 
and efficiently. Some teachers maintained that they were not adequately trained to 
identify teenagers at risk of suicide and needed development and support from health 
professionals. The lack and absence of resident social workers and school counsellors 
could lead to an increase in suicide at most schools. 
• A social worker stated that a breakdown in parent-child relationships could be the 
cause as most parents find it difficult to relate to teenagers and adolescents. 
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• Peer group pressure was cited as being responsible for most suicide and suicide 
attempts. Dlamini (1996: 15) interviewed a member of the Wits Mental Health Society 
on suicide and was told that 
• teenagers have a serious problem of drug abuse in most townships 
• extramural activities should be organised for the youth 
• a talk on emotional support for students often lead to stress and depression 
3.11 ETHICAL CONSIDERATIONS AND CONSENT FOR THE STUDY 
Prior to the commencement of the study, permission was granted from relevant authorities 
as stated under data-collection and perusal of necessmy records was sought. The aims of the 
study and the proposal were sent to the appropriate authorities during the process of 
acquiring permission to conduct this research. 
When people are used as subjects in scientific investigations, as they are in nursing research, 
great care must be taken to ensure that their rights are protected (Polit & Bungler 1995: 117). 
Respondents were told that their participation in the study was voluntmy and that anonymity 
and confidentiality would be maintained (Treece & Treece 1986:136; Bums & Grove 
1987:344; Polit & Bungler 1987:22-23). 
3.12 DATA ANALYSIS 
The interview schedules from respondents were submitted to the computer sefVlce 
department at the University of South Africa who then processed data statistically. The 
researcher analysed each interview schedule to compile data from open-ended questions. 
3.13 CONCLUSION 
This chapter dealt with the aims, content, validity and reliability of the interview schedule 
used in the study and explained the methods of data-collection and ethical considerations. 
Chapter 4 will analyse the data gathered from the interview schedules. 
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CHAPTER4 
Analysis and presentation of findings 
4.1 INTRODUCTION 
This chapter focuses on the analysis, interpretation and presentation of the findings from data 
obtained from the structured interview schedule for community health nurses. Data will be 
presented as descriptive statistics, using tables and figures. Statistical analysis was 
performed under the guidance of Mrs B Kemp at the University of South Africa. Comments 
will be made on aspects of the findings. 
4.2 STRUCTURED INTERVIEW SCHEDULE FOR COMMUNITY HEALTH 
NURSES 
4.2.1 Section 1: Biographical information 
This section is concerned with the biographical information and professional background of 
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community health nurses working at various local clinics in the West Rand. 
Item 1.1: Sex 
The respondents were mainly females 89 (89,0%) and only 10 (10,0%) were males. 
Item 1.2: Age 
Table 4.1: Age distribution of community health nurses (n = 99) 
.. 
· . 
.. 
Years . 18-24 25-34 35-44 45-54 55-64 65+ TOTAL 
.. .· ·.· 
•· 
... 
~11Jnbers · · 1 30 40 23 5 0 99 
Most of the community health nurses were under 45 years of age. This is an expected 
finding as most nurses under 45 years are presumed to be active in the clinical field and 
could still be trained further should the need arise. 
Of the respondents, 40 (40,4%) had five years' and less experience in community health 
nursing, 30 (30,3%) had 10 years' experience and another 29 (29,3%) had more than 10 
years' experience. Table 4.3 reflects that most respondents 59 (59,6%) had 6 to 21 years' 
experience and it could be assumed that their experience could be useful in providing views 
and opinions on the study. 
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Item 1.3: Post currently held 
Table 4.2: Post currently held by respondents (n = 99) 
Chief Professional Nurse 9 ~1 
Senior Professional Nurse 43 43,4 
Professional Nurse 47 47,5 
~@~A.£:·•····························································· 
Of the respondents, 47 (47,5%) were professional nurses followed by 43 (43,4%) senior 
professional nurses and only 9 (9,1%) chief professional nurses. 
Item 1.4: Qualifications of respondents 
General Narsln 
Community Nursin 
Psychiatric Nursin 
o w ~ ~ " 100 no 
Percentage of respondents 
Figure4.1 
Qualifications of respondents (n = 99) 
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All 99 (100,0°/o) respondents were qualified as general nurses, midwives and community 
health nurses. Thirteen (13, 1 %) respondents were qualified further as psychiatric nurses 
while 7 (7,0%) of the respondents had other extra qualifications such as BA (Cur), primary 
health care, paediatrics, occupational health, human resource and clinical nursing science 
health assessment. 
Item 1.5: Experience in community health nursing 
Table 4.3: Experience in community health nursing (N = 98) 
· .... 
. ·YEARS 
1 to 5 39 39,8 
6 to 10 30 30,6 
11 to 15 17 17,4 
16 to 20 5 5,1 
21+ 7 7,1 
. • . . ..••..•... · .... · .............. •· ·.· ••••••• < .. . 
. ··TOT AL: : : :.,:_.:•. .. . . .. : •.. • . . . .. •:-::~.-·. 
.·. .·. \/ ····· )/ •.· 1000 ···•········· ···•··••·••·•··••• .. .. .. ... '·.·.·. <> 
Of the respondents, 39 (39,8%) had between 1and5 years' experience in community health 
nursing, 30 (30,6%) had between 6 and 10 years' experience, 17 (17,3o/o) had between 11 
and 15 years' experience, while 5 (5,1%) had between 16 and 20 years' experience and only 
7 (7, 1 % ) had 21 +years' of experience. One respondent did not tick years of experience. 
Table 4.3 reflects that most respondents 59 (60,2%) had 6 to 21 years' experience. 
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Item 1.6: Number of years work in present locality 
Table 4.4: Number of years worked in present locality (n = 99) 
. ·. 
YEAR$. · ...... · .... ·• .·• l ~BER OF RESPON1>ENrS .... ··...•. P .•. E. R.c.•··. E.··.··. NT .....•..••. A .••. a.E.••·.·(··•~.Vi .. «>.· ... · •... ).· .•.•••.••... >· .. 
... ·. · ... ·.·· ..... ··.·. ···•·.·.•·· •·•·.· .. •·.·•·.·.····· 
1 to 5 39 39,4 
6 to 10 34 34,4 
11 to 15 13 13,1 
16+ 13 13,1 
.. ·.· •·.· ... · ·.. . . .... ··. ·.· 
. .. ······· T .. ·OT.··.AL· ... · • ·.· .. ··· :~... •. . • • • • •.•. < •. ~:::.~:-:.• 99 lOQ,() 
Table 4.4 corresponds with table 4.3 in that of the respondents, 60 (60,6%) had worked 
longer in the same locality, that is for 6 to 21 years. 
4.2.2 Section 2: Extent of teenage suicide/parasuicide 
Item 2.1: Heard about teenage suicide or attempted suicide by teenagers 
Of the respondents, 97 (97,9%) indicated that they had heard or read about suicide/para-
suicide by teenagers. This is not surprising as the literature review indicates the extent of 
suicide by teenagers in South Africa. The topic was discussed on Lesedi Sesotho Stereo in 
April 1996, the FeliciaMabuza-Suttle TV Show in October 1996 and again in 1997, and has 
been discussed over and over by youth of different churches. 
Item 2.2: Keeping of suicide/parasuicide records at various clinics 
Of the respondents, 76 (78,4%) indicated that they do not keep records of suicide/parasuicide 
reported at their clinics. This concurs with the literature review in chapter 2 where Albin 
(1981:26), Sullivan et al (1980:554) and Berman and Jobes (1991: 11) state that most suicides 
are buried as accidental deaths and that most suicides are underreported. 
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According to the CCS (1993:8-9) records, deaths are now grouped as either caused by 
natural or unnatural causes, which means that most deaths by suicide are recorded under 
unnatural causes. The remaining 21 (21,6%) respondents indicated that some form of 
records were kept. It was noted with concern, however, that these respondents gave different 
reflection of records kept while others from the same clinics had stated that records were not 
kept. 
Item 2.3: Adequate reporting of suicide/parasuicide 
Denhouter (1981:10), Husain and Vandiver (1984:98), Maclean (1990:90), Davis and 
Sandoval ( 1991: 118) and Garland and Zigler ( 1993: 169) state that most suicides/parasuicides 
are underreported. This is confirmed by the responses to this item in the questionnaire 
because 91 (91,9%) of the respondents indicated clearly that suicide/parasuicide were 
underreported and only 8 (8,1%) tickyes to the item. 
Item 2.4: Reasons for underreporting of suicides/parasuicides 
lnsarance purpose 
Stigma to famil 
Faked as an acciden 
Error of judgemea 
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Figure 4.2 
Reasons for underreporting of suicideslparasuicides (n = 99) 
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Eighty-six of the respondents indicated that stigma to family was the main reason for 
underreporting while 30 stated that most suicides were faked as accidents, 27 indicated that 
insurance purposes was the reason while 12 gave error of judgement and 13 gave other 
reasons. The reasons stated by all respondents for the underreporting of suicide/parasuicide 
concurs fully with those given in the literature (Sullivan et al 1980:555; Husain & Vandiver 
1984:98; Chiles 1986:26; Patros & Shamoo 1989:8). 
Items 2.6 and 2. 7: Age groups of suicides/parasuicides 
Table 4.5: Age groups of suicides/parasuicides (n = 99) 
· ... · ... 
·smCIDES 
FIU:QUENCY i . 
10 to 14 13 13,1 18 18,2 
15 to 19 87 87,9 87 87,9 
20 to 24 83 83,8 81 81,8 
25 to 34 50 50,5 53 53,5 
35 to 44 18 18,2 18 18,2 
45+ 7 7,1 11 11,1 
Most of the respondents (81 to 87) (81,8% to 87,8%) indicated that most suicides/para-
suicides were committed by adolescents and young adults aged between 15 and 24 years. 
These findings confirm the statement in chapter 1 that suicide is ranked the second leading 
cause of death in persons aged 14 to 24 years in most countries (Lauer 1995: 164; Garfinkel 
& Northrup 1989:24; Lyall 1990:16; Andrews & Lewison 1992:655; Green 1992:36). It was 
noted with concern that suicide/parasuicide were still high among adults aged between 25 
and 34 years as indicated by over half (50 to 53) (50,5% to 53,5%) of the respondents. 
Further research could be done to investigate the causes of suicide/parasuicide amongst this 
age group. 
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Item 2.8: Common methods used to commit suicide 
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Figure4.3 
Common methods used to commit suicide (n = 99) 
Shooting by firearms appears to be the most common method used to commit suicide, as 
indicated by 93 of all the respondents, followed by hanging (77), then poisoning ( 67) and 
other methods were indicated by 23. 
Sunday Times (1988:5) gave a chilling list of teenage shootings and hangings in May (table 
1.3 of chapter 1 of this text). Nine (9) youngsters aged between 11 and 19 years committed 
suicide by shooting (7) and hanging (2) (Green 1992:36; Mavuso 1995:3; Burger 1997: 17; 
Dlamini 1997:4; Mlambo 1997:2). 
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According to Bongar (1992:86), the use of firearms, hanging and poisoning for committing 
suicide could be attributed to the availability and accessibility of a specific means, 
knowledge, experience and familiarity with the method. 
Item 2.9: Common methods used for attempting suicide 
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Figure4.4 
Common methods used for attempting suicide (n = 99) 
The common method of choice was overdosage of pills as indicated by 95 of all respondents, 
followed by poisoning indicated by 79, then hanging indicated by 48, stabbing and other 
methods by 9 respectively. 
The methods indicated by the respondents concur with those given in the records of 
attempted suicide in a psychiatric ward between February 1991 and February 1994, the 1992 
and 1993 CSS records of those cited by Roy (1986:141), Hawton and Catalan (1987:14) and 
Blumenthal and Kupfer (1990: 184). 
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4.2.3 Section 3: Existing programmes for prevention of suicide and counselling of 
suicide attempters 
Items 3.1: Existence of programmes for prevention of suicide/parasuicide in the 
area 
Of the respondents, 62 (63,3%) indicated that there were no programmes for prevention of 
suicide and parasuicide in their area and 36 (36, 7%) indicated that there were programmes 
for suicide/parasuicide prevention in their area. The non-existence of prevention 
programmes in most areas could be due to lack of accurate records of committed suicides and 
suicide attempts or the poor referral system. One respondent did not answer this question. 
Item 3.2: Available programmes for the prevention of suicide/parasuicide 
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Hot-lines 
Crisis centres 
Child-lines 
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Figure 4.5 
Available programmes for the prevention of suicidelparasuicide (n = 99) 
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Of the respondents, 34 indicated that counselling programmes were available; 23 indicated 
child-lines, 16 and 17 indicated hot-lines and crisis centres respectively and oth~r 
programmes were indicated by 20. The findings concur with those of Shaffer, Garlend, 
Gould, Fisher and Troutman (1989:422), Vlok (1991:448) and Hazell and Lewin (1993: 107). 
Item 3.3: Utilisation of available programmes for suicide/parasuicide prevention 
This item was answered by only 73 of the total number of the respondents. Sixty-seven 
(91,8%) indicated that available preventive programmes (figure 4.5) were not adequately 
utilised, only 6 (8,2%) indicated that they were utilised and 26 (35,6o/o) did not tick yes or 
no to the item. 
Item 3.4: Composition of available programmes for suicide/parasuicide 
prevention 
The available programmes indicated in figure 4.5 mainly included counselling as indicated 
by 60 respondents, teaching by 28 respondents, and others by only two. 
Items 3.5 and 3.6: Plans to develop programmes for the prevention of 
suicide/parasuicide 
This item was answered by only 76 of the total number of respondents. Forty-eight (63,6%) 
respondents indicated that there were no plans to develop such programmes and only 28 
(36,8%) indicated that there were plans to develop preventive programmes for sui-
cide/parasuicide as outlined below: 
• establishment of suicide/parasuicide prevention programmes by government 
• youth forums establishment 
• education programmes for youth and parents 
• community awareness campaign 
• forming youth and adult support groups 
• establishing outreach programmes 
• having hot-lines, life-lines and teen-lines 
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The plans indicated concur with information outlined in section 2.8 of chapter 2. 
Item 3.7: Suggestions to develop suicide prevention programmes 
Of the 48 respondents who indicated that there were no plans to develop suicide preventive 
programmes the following suggestions were ~iven: community awareness, establishment of 
youth forums, education of all population groups, establishment of help-lines, crisis clinics, 
support groups and counselling services. 
Item 3.8: Availability of other relevant programmes 
This item was answered by 93 respondents. Sixty-three (67,7%) indicated that there were 
other relevant programmes available and 30 (32,3%) indicated that there were no 
programmes available. 
Item 3.9: Other relevant programmes available in the area (N = 63) 
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Figure4.6 
Other relevant programmes available in the area (N = 63) 
Figure 4.6 indicate other relevant programmes available in the area. 
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Items 3.10 and 3.11: Availability of preventive programmes for 24 hours and 
awareness of public 
Item 3.10 was answered by 86 respondents. Fifty-one (59,3%) indicated that programmes 
were available for 24 hours and 35 (40,7%) indicated thatthe programmes were not available 
for 24 hours. 
Item 3.11 was answered by 88 respondents. Thirty-four (38,6%) indicated that the public 
was aware of such services and 54 ( 61, 4 % ) indicated that the public was not aware of such 
sefVlces. 
Item 3.12: Common methods used to advertise available services 
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Figure4.7 
Common methods used to advertise available services (n = 99) 
Figure 4.7 indicates that newspapers were the most common method as indicated by 63 
respondents, followed by radio (52), television (51), yellow pages and other methods by 20 
and 21 respectively. 
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4.2.4 Section 4: The involvement of community health nurses in the prevention of 
suicide/parasuicide 
Item 4.1: Involvement of community health nurses 
Of the respondents, 64 (64,6%) indicated that community health nurses do not seem tc l:Je 
involved in the prevention of suicide/parasuicide. Duffy (1993:28) urges nurses to be 
actively involved in contributing to suicide prevention work. Only 35 (35,4%) of the 
respondents indicated that they were involved in suicide prevention programmes. 
Item 4.2: Other health professionals involved in the prevention of suicide/para-
suicide 
School health nurs 
Psycbolgist 
Social worke 
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Figure4.8 
Other health professionals involved in the prevention of suicidelparasuicide (n = 99) 
As indicated in the figure above, the respondents indicated the health professionals involved 
in the prevention of suicide/parasuicide as follows: social workers (75), psychiatrists (72), 
psychologists (59), medical practitioners ( 49), school health nurses and others by 40 and 27 
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respectively. 
Item 4.3: Are community health nurses adequately trained to deal with suicide? 
Of the respondents, 89 (91,8%) indicated that community health nurses do not seem to be 
adequately trained to deal with suicide/parasuicide and 8 (8,2%) indicated that community 
health nurses are adequately trained to deal with suicide/parasuicide. Two respondents did 
not tick the item. 
Item 4.4: Involvement of community health nurses 
As indicated in items 4.1 and 4.3, nurses were not involved and adequately trained to deal 
with suicide/parasuicide and therefore were not adequately involved in dealing with 
suicide/parasuicide. Item 4.4 which was only answered by 32 respondents indicated that 
community health nurses were not involved as indicated by 28 (87,5%) respondents. 
Item 4.5: Ways to improve community health nurses' involvement 
Table 4.6: Ways to improve community health nurses' involvement (n = 99) 
· ..... . 
WJ\YS TICKED .·. 
.... 
·.··· ······· ·.· 
Workshops/seminars 54 
In-service training 49 
Short courses 45 
Staff development 63 
Other ways 10 
Table 4.6 indicates that staff development (63), workshops/seminars (54), in-service training 
(49), short courses (45) and other (10) were ways to improve community health nurses 
involvement. 
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4.2.5 Section 5: Development of programmes for the prevention of suicide/parasuicide 
and counselling suicide attempt victims 
Item 5.1: What can be done to establish counselling programmes for the 
prevention of suicide/parasuicide in the area? 
Table 4.7: Suggestions for establishing counselling programmes (n = 99) 
... . .... .. . ... 
SUGGESl'lPNS 
Conscientise community 78 
Courses for volunteers 62 
Call public meetings 69 
Establish help-lines 59 
Other 23 
As indicated in table 4. 7 most respondents are of the opinion that conscientising the 
community, training volunteers, calling public meetings and establishing help-lines are the 
most appropriate methods. Other methods included outreach programmes, youth forums, 
info-lines and teen-lines. 
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Item 5.2: Who should be involved in planning for such programmes? 
Table 4.8: Suggested personnel to plan for counselling programmes (n = 99) 
·.· .. ·. < <:·.:··.··.· ... ·.· . . ··.. ·.· .. :.:.:-::··. ·.: ....... ·. 
. /,./. NPMBER•QF~SPQNPE:tfl'S• . 
Nurses 90 
Teachers 89 
Ministers of religion 87 
Youth 88 
Parents 86 
Other 37 
Table 4.8 indicates that personnel suggested by respondents to plan for counselling 
programmes. 
Item 5.3: Who should implement such programmes? 
Most of the respondents listed the persons suggested in table 4.8 while others indicated that 
the community at large should be involved in the implementation of programmes, such as for 
example: soccer stars, local civic leaders, taxi organisations and local business owners. In 
chapter 2 nurses are described as patient advocates, team members and counsellors and 
having a research role to play in the implementation of suicide/parasuicide prevention 
programmes. It is not surprising that respondents suggested nurses among those who could 
implement counselling programmes in the area. 
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Item 5.4: How will the community be informed about the existence of counselling 
programmes in the area? 
Table 4.9: Suggested methods to be used to inform the public about the existence of 
programmes available for the prevention of suicide/parasuicide (n = 99) 
SVGGES'fEii NWl'HOQ / > .~ERQFRESJ.>ONl>ENrS 
Advertising 84 
Public meetings 54 
Announcements !'-------------,--.------------
Churches 39 
t-------------1--------------
Schools 27 
Posters 22 
Distribution of pamphlets 23 
All the above methods were suggested as the most appropriate to inform the public about the 
existence of available suicide prevention programmes. 
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Item 5.5: Ways to motivate community members to make use of available suicide 
prevention programmes 
Table 4.10: Suggestions to motivate community members to make use of available 
suicide prevention programmes (n = 99) 
$v(;(i~s'l'10Ns·.<· .. ·... •.... g1~~()}' / 
...... ig,$PQNJ)F;!N'f$•··· 
Having programmes available, accessible and 
affordable to all 25 
Active community involvement 50 
Community awareness campaigns 25 
Making use of key community leaders 17 
Youth involvement in running of programmes 12 
Other suggestions 5 
Of the respondents, 50 indicated active community involvement as the most appropriate 
suggestion, followed by community awareness campaigns (25) and having programmes 
available, accessible and affordable (25) to all. 
Item 5.6: Opinions/suggestions given by respondents on teenage and adolescent 
suicide/parasuicide 
The following opinions and suggestions were given by about 75 (75,8%) of all the 
respondents and the remaining 24 (24,2%) did not respond to the item. 
• Suicide/parasuicide is common but does not get the full attention it deserves. 
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• Suicides/parasuicides should be adequately recorded in clinics. 
• Suicide should be included as a school subject so that teachers, students and parents 
associations could be actively involved in the early detection of potential suicides. 
• Counselling skills, communication skills, problem-solving and crisis management 
should be included as topics for staff development and in-service education for 
community health nurses. 
• Parents and the youth should be taught the warning signs for potential suicides so as 
to be able to intervene promptly when necessary. 
• Workshops and semmars on suicide should be organised and involve adults, 
teenagers, psychiatrists, psychologists and nurses. 
• Support groups should be established for both the youth and parents. 
• Parents should be empowered with skills to cope with their own stress, understand 
changes in their children and support them fully when confronted with stress. 
• Open communication between teenagers and parents should be encouraged so as to 
prevent conflict and estranged relationships. 
• The government should create job opportunities for people to deal effectively with 
crime, to make education affordable and have adequate, well-equipped health centres. 
• Recreational facilities should be established to keep teenagers off the streets and busy 
and occupied at all times. 
• Youth forums, outreach programmes, teen info-lines and religious groups should be 
established where issues such as peer pressure, sexuality, relationships, dating, 
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suicide, motivation and family planning can be discussed. 
• There should be mental health education for adults and teenagers. 
• More health workers and volunteers should be trained in counselling skills to help in 
answering life-lines, hot-lines, help-lines and AIDS help-line for 24 hours. 
• Suicide prevention programmes should be established in all areas and should be free 
and be open for 24 hours. 
• Youth should be involved in decision-making in matters concerning them at home, 
school, work and church. 
• Adults should support and guide teenagers and not just label them the lost generation. 
• Teachers and parents should listen to what teenagers have to say and not be 
judgemental. 
• Occupational health for all workers is very important as some occupations, such as 
nursing, medicine, teaching, policing and security, are highly stressful and can 
predispose workers to dangers, illnesses and suicide. 
• Where possible, lethal weapons, sharp instruments, poisonous substances and tablets 
should be kept locked and out of reach of teenagers, who might use them to commit 
suicide. 
4.2.6 Section 6: Community health nurses' views/opinions on reasons for suicide/para-
suicide and the prevention of suicide/parasuicide 
This section was added as an addendum to the initial interview schedule for community 
health nurses because it was found to be a limitation. 
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The section was used separately as the interview schedule had already been used for the 
initial 99 respondents. Although it was not easy to trace all the respondents used for the 
study, it was possible to interview 46 respondents for the section. 
Item 6.1: Reasons for committing suicide/parasuicide by adolescents 
Most respondents, 38 (82,6%) indicated that they agree and strongly agree that the following 
were reasons for committing suicide by adolescents: 
• rejection by significant others 
• physical, emotional and sexual abuse 
• teenage pregnancy 
• availability of lethal weapons/means 
• loss of loved ones through death, separation or divorce 
• chronic illness such as cancer, epilepsy and AIDS 
• imprisonment 
• failing at school 
The above reasons concur with findings by McDonald (1982:53), Futurist (1987:56), 
Garfinkel & Northrup (1989:6), Lyall (1990: 16) and Lester (1993:66). 
Item 6.2: Response on adolescents who are likely to commit suicide 
Most respondents, 40 (87,0%) strongly agreed and agreed that adolescents who are likely to 
commit suicide are 
• lonely and isolated 
• depressed 
• highly stressed 
• pregnant 
• rejected by loved ones 
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• poor performers 
Other respondents indicated that they disagree and were unsure that reasons such as high 
performers and physical disablement would be attributed as reasons for committing suicide. 
Item 6.3: Factors predisposing to suicide/parasuicide by adolescents 
Most of the respondents, 39 (84,8%) strongly agreed and agreed that traumatic life 
experiences, depression, gang-related behaviour, lack of self-esteem, feelings of worthless-
ness and high parental expectations were predisposing factors to suicide/parasuicide by 
adolescents. Few respondents indicated that they were unsure that factors such as perceived 
lack of affection, suspension from school and running away from home were related to 
suicide committal by adolescents. 
Item 6.4: Ways through which suicide could be prevented 
Most of the respondents indicated that health education programmes, counselling, 
information life-lines and community involvement are ways through which suicides could 
be prevented. This concurs with studies by Albin (1981:26), Vidal (1986:68), Shaffer et al 
(1989:425) and Vlok (1991:448). 
4.3 CONCLUSION 
This chapter analysed, interpreted and discussed the research results. Data from the 
interview schedules was discussed. Conclusions drawn and recommendations to be made 
will be dealt with in the final chapter of the study. 
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CHAPTERS 
Summary, conclusions and recommendations 
5.1 INTRO,DUCTION 
From the literature review and the responses to the interview schedule (questionnaire) used 
for the study teenage suicide/parasuicide appears to be common. The purpose of the study 
was to highlight the extent of teenage suicide/parasuicide as perceived by community health 
nurses. 
This chapter covers the findings, conclusions, recommendations and suggestions for further 
research. Although the study was confined to the West Rand, the problem extends far 
further. For this reason the recommendations include a wider population than community 
health nurses. 
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5.2 SUMMARY OF THE FINDINGS 
5.2.1 The extent of teenage suicide and parasuicide 
According to most of the respondents 97 (97,9%) teenage suicide and parasuicide are 
common on the West Rand. 
It would seem that, although most attempted parasuicides are attended to at clinics, accurate 
records of victims treated and referred to other health professionals are not kept. These are 
findings from most 76 (78,4%) responses to item 2.2. 
The researcher found that the lack of accurate record-keeping of victims of attempted suicide 
attended to at various clinics suggests that suicides/parasuicides are not adequately reported. 
Underreporting of suicide/parasuicide could be attributed to the reasons stated in figure 4.2 
(page 85). 
Most suicides/parasuicides are committed by teenagers and young adults aged between 15 
to 24 and 25 to 34 years, as indicated in table 4.5 (page 86). Figures 4.4 and 4.5 (pages 88 
and 89) indicate the methods commonly used to commit suicide/parasuicide. 
5.2.2 Existing programmes for the prevention of suicide/parasuicide 
The findings suggest that there are no programmes in most areas of the West Rand as 
indicated by most 62 (63,2%) of the respondents. The remaining respondents 36 (36,7%) 
indicated that there are programmes for the preventions of suicide and parasuicide (figure 
4.5, page 89). 
As indicated in figure 4.5 (page 89) available preventive programmes are not adequately 
utilised. This appears from the majority 67 (91,8%) of the responses to items 3.3 and 3.4. 
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As far as other relevant available programmes are concerned, the response suggests that there 
are other programmes (figure 4.6, page 91). The response to item 3.8 shows that the pub!ii: 
does not seem to be aware of the existence of such programmes. The respondents suggested 
methods to be used to advertise available services in figure 4. 7 (page 92). 
5.2.3 Community health nurses' involvement in the prevention of suicide/parasuicide 
The findings indicate that community health nurses are not actively involved in the 
prevention of suicide as indicated by most of the respondents 64 ( 64, 6%) in item 4.1. The 
findings indicate further that community health nurses are not adequately trained to deal with 
suicide as indicated by most of the respondents 89 (89,9%) in item 4.3. The respondents 
suggested ways through which community health nurses involvement could be improved in 
table 4.6 (page 94). 
5.2.4 Recommendations for the development of suicide prevention programmes in areas 
where they were not available 
Table 4. 7 (page 95) shows the respondents' suggestions for establishing suicide prevention 
programmes in their areas. Table 4.8 (page 96) lists respondents' suggestions to motivate 
community members to utilise available suicide prevention programmes. 
5.3 CONCLUSIONS 
The conclusions and recommendations that follow are based on the data and findings of the 
study. 
5.3.1 The extent of suicide/parasuicide 
The findings show that suicide/parasuicide is perceived as escalating among teenagers and 
young adults aged between 15 and 24 years as indicated in item 2.1 (page 84) and table 4.5 
(page 86). The findings concur with earlier findings on suicide (Wrobleski 1989: 19; Duffy 
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1993:23; Forgaty 1993: 19; Green 1992:37). Table 2.2 (page 40) and Green (1992:37), 
Maluleke (1993:23), Fuphe (1996:4), Khupiso (1996:3) and Dlamini (1997:4) outline L~~ 
incidence of completed suicide by teenagers. 
Gilchrist (1995: 172) found that the majority of suicide attempters in South Africa were 
around 15 years. This is confirmed by the finding (table 1.1, page 3) that the majority of 
patients admitted to a psychiatric ward after attempting to commit suicide were teenagers and 
young adults aged between 13 and 24 years. Bearing in mind that adolescence is a 
particularly stressful stage in life for young people of all races and nationalities and the rising 
suicide rate among this age group, this study supports Maclean (1990:90), who maintains 
that it is crucial that preventive intervention be aimed at reducing probable suicidal behaviour 
and promoting early identification and treatment of those at high risk. 
To reduce the suicide rate it is important to educate communities. To do this, the strategies 
that follow are recommended. 
5.3.1.l Community education 
Community education campaigns and programmes on teenage suicide should be launched. 
These programmes should acknowledge the diversity of family arrangements and cultures 
in South Africa to ensure that the approaches are inclusive. To prevent conflicting 
stakeholder ideas, programmes should be launched that encourage the participation of 
parents, other adults and care-givers. Programmes organised for youth forums, outreach 
programmes and the South African Associated Youth Clubs (SAA YC) should be supported 
and promoted. Topics dealt with by youth and community programmes should include 
• developmental psychology to help young people understand and cope with their 
physical and emotional development 
• sexuality and the use of contraceptives 
• relationships with parents and peers 
• coping skills, such as stress management and conflict intervention 
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• sexually transmitted diseases, including Human Immuno Deficiency Virus (HIV) and 
AIDS 
• divorce and family disorganisation 
• child abuse 
• death and dying 
• suicide 
Workshops and seminars, run by experts in the field, should be organised for parents and 
children to discuss suicide and try to dispel the myths and misconceptions about suicide. 
The churches have a vital role to play in providing and disseminating information. Mncube 
(1997: 1) points out that Pope John Paul II endorsed this idea on his visit to South Africa, 
when he said that the real problems of the peoples of Africa have to be tackled with all 
available resources. Liaison between health, care professionals should be encouraged. More 
emphasis should be put on the warning signs of suicide. 
5.3.1.2 Professional awareness 
Professional expertise on suicide should be harnessed or pooled so that the problem can be 
managed more effectively and efficiently. Training for community health nurses and 
teachers should include courses on how to identify adolescents at risk of suicide and how and 
where to make referrals for mental health treatment. They should also be trained to 
recognise suicidal symptoms and encouraged to take an active role in identifying young 
people at risk. 
5.3.1.3 Parent-teenage communication and conflict 
Several recommendations are made to improve parent-teenage communication and conflict 
handling. Parents, as well as teachers and care-givers, need to be assisted to handle 
communication issues and conflict. They need to learn to give instructions in a way that is 
not perceived by adolescents as belittling their dignity. To be able to give the necessary 
guidance and support to teenagers, parents should be encouraged and assisted to change their 
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negative old fashioned attitudes, be non-judgemental, reach out to and be more accepting of 
their children and understanding of their needs. Cultural practices and traditions that 
promote open two-way communication should be encouraged. Parents should be encouraged 
(and helped) to gradually allow their children to grow, make decisions on issues that affect 
them and take responsibility for their actions in order to initiate individuation. Frequently, 
teenagers who fail to individuate resort to (attempted) suicide because they felt stifled, 
overwhelmed and frustrated. Parents should be urged (and assisted) not to cling to 
traditional practices that are no longer relevant or appropriate to society today. 
5.3. 1.4 Media 
In an effort to highlight the seriousness of the problem and contribute to lowering the rate 
of adolescent suicide, it is recommended that the media (TV, magazines, newspapers and 
radio) give more prominence to the problem. Liaison and cooperation between the media, 
clinics, hospitals, the police service, schools, churches, social welfare agencies and 
communities should be fostered and implemented. This will allow for optimal use of data, 
support for victims and their families, and increased awareness of the problem of potential 
suicide and what triggers it. 
5.3. 1.5 Social policy 
It is recommended that legislation be passed that will provide for the establishment of a 
national resource centre to disseminate information, provide training programmes and launch 
a national awareness campaign on youth suicide. The Youth Suicide Prevention Act S 1199 
of 1987 of America strongly emphasises research on suicide (Garland & Zigler 1993: 176). 
Community health nurses should be trained and be involved in the implementation of 
integrated primary prevention programmes and mental health services for troubled youth. 
5.3.2 Recording 
From the study it is evident that no accurate records are kept of attempted suicides treated 
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at clinics on the West Rand. These findings concur with those of Berman and Jobes 
( 1991: 112) and Garland and Zigler ( 1993: 169), which show that underreporting ~-:d 
systematic misreporting are a general phenomenon. If adolescent suicide/parasuicide is to 
be treated with the seriousness and compassion it deserves thereby leading to a reduction in 
the rate and, hopefully, ultimately to a solution, a centralised register of attempted suid~es 
should be created and maintained. This would also require a change in attitude towards the 
thinking about suicide in the family and community. Community health nurses should play 
a key role in this. To help community health nurses keep abreast of statistics on attempted 
suicides month by month, there should be uniform methods of recording that reflect date, 
sex, time, age, method used, a brief description of the interventions and final assessment. 
Accurate records will also help to identify areas that need suicide prevention programmes 
and to allocate mental health professionals. 
5.3.3 Methods commonly used for suicide/parasuicide 
The methods indicated by the respondents in this study concur with the findings of earlier 
research (Marais 1981:261; Victoroff 1983: 17; Hawton & Catalan 1987: 14; Blumenthal & 
Kupfer 1990: 184; Kgoatla 1997:65). 
Firearms are the most common method recorded. With regard to firearms, it is recommended 
that 
• stricter firearm control legislation be called for 
• the unsafe storage or nonstorage of firearms be made a felony 
• strict purchasing and licensing laws apply to firearms 
• public support for the gun-free South Africa be encouraged 
• persons found in possession of unlicensed firearms be severely punished 
With regard to medicines and poisonous substances, it is recommended that 
• all medicines and poisonous substances be kept locked away and out of children's 
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reach 
• all unused and/ or expired pills and medicines be disposed of down the toilet c:: 
washed down the drain 
• the public (community health nurses, schools, churches, parents) call for legislation 
making provision for chemists and medical practitioners who dispense medicines to 
take back unused pills and prescribed medicine that proves to be ineffective, and 
refund patients 
5.3.4 Suicide prevention programmes 
The study found that suicide prevention programmes exist in only a few areas on the West 
Rand. Counselling services provided by volunteers were the most common method. It is 
recommended that 
• existing relevant programmes be modified and include health and social issues that 
may predispose to adolescent suicide 
• community health nurses coordinate and supervise the introduction and 
implementation of suicide prevention programmes in areas where they do not exist 
• existing community projects, such as outreach and reconciliation and development 
programmes and street cooperative projects in Gauteng Province, be used to help 
prevent suicide 
• information on suicide, the identification of youngsters at risk and the warning signs 
of suicide should be widely distributed free of charge at schools, clinics, libraries, 
police stations and shopping centres by government departments ( eg, health 
departments) 
• community health nurses be encouraged to do research on completed and attempted 
suicide, the etiology of suicide and the prevention of adolescent suicide 
5.3.5 Utilisation of available suicide prevention programmes 
The study revealed that in most cases 67 (91,8%), the few available suicide prevention 
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programmes were underutilised. Maclean (1990:92) found that there is a need to educate the 
public on the use of suicide prevention programmes. Bearing in mind Maclean's 
recommendations and the findings of this study, it is hereby recommended that 
• the media, clinics, town councils, schools, churches, community health nurses, 
teachers, social workers and other health professionals be involved in implementing 
and/or advertising programmes aimed at preventing suicide and promoting the family 
and the community 
• the public be educated to accept and realise that there is nothing wrong with seeking 
help for depression, which will then reduce (and eventually eliminate) the stigma 
attached to being treated for depression 
• community health nurses, teachers, parents, young people and the public be taught the 
warning signs for suicide and various coping skills to use in times of stress and 
distress 
• there be an aggressive campaign to advertise and/or announce available options (ie, 
programmes and services) in the media (TV, radio, magazines, newspapers and 
newsletters), at clinics, shopping centres, post offices, churches, clubs, gyms and 
schools 
• nurses, medical practitioners and other health professionals be sensitive when dealing 
with attempted suicides so that their negative attitude or treatment does not contribute 
to or cause non-utilisation of services 
• resources be available, accessible and affordable to all people and on a 24-hour basis 
• counselling facilities to be set up to deal with child abuse (physical, sexual and 
emotional), women abuse, and alcohol and substance abuse. 
5.3.6 Community health nurse involvement in suicide prevention programmes 
From figure 4.8 (page 93) it is clear that community health nurses are not adequately 
involved in suicide prevention programmes. This could perhaps be attributed to the fact that 
the curriculum for general nursing, midwifery and community health nursing does not cover 
counselling and self-awareness skills in depth. In addition, communication as a skill is only 
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covered theoretically and not as broadly as in psychiatric nursing, for example. 
It is therefore recommended that 
• counselling and communication skills be taught and practised in all nursmg 
disciplines to enable nurses to manage attempted suicide crises· confidently 
• regular, ongoing in-service staff development should be planned and implemented on 
suicide risk factors, the warning signs of suicide, managing victims of attempted 
suicide and dealing with families of suicide victims 
• community health nurses should be urged to take an active role in identifying patients 
at risk of suicidal behaviour 
• training sessions on suicide should be extended to all professionals who work with 
at-risk youth in all settings, including detention facilities/centres and runaway shelters 
• the public and community health nurses, in particular, should be encouraged and 
assisted to change their negative attitude towards suicidal adolescents and to give the 
necessary support and guidance to needy patients 
• occupational health services should be established and provided for community health 
nurses and other health professionals who deal with destressed patients daily and have 
no one to help them verbalise/express their own stress 
5.3. 7 Predisposing factors to teenage suicide/parasuicide 
Table 4. 1 (page 81) reflects the fmdings on factors predisposing to teenage 
suicide/parasuicide. These fmdings concur with earlier research by McDonald (1983), 
Victoroff (1983), Futurist (1987), Fisher (1987), Farfmkel and Northup (1989) and Kgoatla 
(1997). The following recommendations are made for the most common factors. 
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5. 3. 7.1 Rejection by significant others 
Rejection by significant others was found to be the most common factor. This concurs with 
Garland and Zigler's finding (1993:74) that most of the suicides in their sample were 
precipitated by interpersonal conflicts between teenagers, friends and parents. According1:r, 
parents should be advised not to expect too much from their children as failure to meet such 
expectations could lower or damage their self-esteem and self-image. Nor should parents 
be overpossessive. Parents, teachers, pastors and health professionals should encourage 
cultural practices and traditions that promote open communication in families. Parents, 
teachers and pastors should encourage teenagers and adolescents to explore their 
individualism, accept and handle disappointments, and reject inappropriate or wrongful peer 
pressure. Teenagers and adolescents should be taught at home, at school and through church 
involvement ( eg, youth clubs, catechism classes) to follow and uphold true values, to form 
meaningful relationships and to communicate effectively in relationships. 
5. 3. 7. 2 Loss of loved ones 
Loss of loved ones through separation, divorce or death is also a common precipitant in 
adolescent suicide (Klerman 1986:19; Fisher 1987:521; Stuart & Sundeen 1991:246). The 
death of a family member or friend frequently leaves children and adolescents with 
conflicting emotions, guilt feelings, anxiety and anger and they find it difficult to cope with 
the event and their feelings. This leads adolescents often to think about death and consider 
suicide. Children and adolescents have to be educated about death and dying. Community 
health nurses, teachers, pastors, medical practitioners and the media should play an active 
role in this. Parents and young people should be encouraged to reflect on their faith and life, 
and to take an active part in religious and community activities. Community health nurses, 
teachers, counsellors, youth workers, pastors and parents should motivate adolescents to live 
and not want to die when death, rejection or misfortune strikes them, their family or friends. 
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5.3.8 Other precipitating factors 
Tables 4.11 and 4.12 (pages 101 and 102) show the other factors that lead adolescents to 
commit or attempt suicide. Adolescent depression could be prevented by the early 
identification of young people at risk and prompt or timely psychological treatment a11d 
follow-up. Community health nurses, other health professionals, schools and churches 
should promote and support the establishment of counselling services at schools and clinics 
on a permanent basis for children and adolescents in crisis situations, such as failing at 
school, the death of a loved one, divorce, being raped or sodomised, and unemployment or 
alcoholism in the family. The names and telephone numbers of resources and services, such 
as life-line, child-line, the flying squad (emergency police) and churches, should be 
displayed prominently on clinic, school and church noticeboards and in shopping centres. 
Alcohol and drug abuse are linked to most road (vehicle) accidents annually. The Don't 
drink and drive, Don 't do crime and Say no to drugs campaigns should be visibly promoted 
and supported by schools, clinics and churches. Parents, teachers, pastors and community 
health nurses should advise and encourage children and adolescents to channel their anger 
and frustration constructively. Community health nurses, teachers, pastors and parents 
should unite and form fundraising committees and campaign for recreational facilities and 
equipment for children, adolescents and families. These stakeholders should also play an 
active role in establishing and promoting a culture of sharing, caring, and working and 
playing hard. They should also work at instilling the values of respect for others and self, 
cooperation, acceptance and tolerance. 
5.4 SUMMARY OF MAIN RECOMMENDATIONS 
• There should be strict laws pertaining to purchasing, licensing and storage of 
firearms. Those found guilty of such laws to be severely punished. 
• All medications and poisonous substances to be kept locked and out of reach. 
• Suicide prevention programmes should be established in areas where they do not 
exist. 
• Suicide prevention programmes should be user-friendly, available and accessible to 
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all population groups. 
• The nursing curriculum should include in-depth counselling, self-awareness skills, 
interviewing and communication skills to enable the community health nurses to deal 
with suicide attempt victims. 
• Parents and teenagers should attend workshops where interpersonal relationships are 
discussed so as to be able to solve family problems and parent-child conflicts. 
• Topics such as death and dying should be openly discussed with children and 
adolescents so as to ease the pain and confusion often felt by teenagers when death 
has occurred in the family. 
• Teenagers are to be advised against drunken driving and being involved in crime and 
to say no to drugs and alcohol, as well as to practise safe sex. 
• Education of the community regarding issues referred to in 5.3.1 to 5.3.8 should take 
place. 
5.5 SUGGESTIONS FOR FURTHER RESEARCH 
In the light of the escalating rate of adolescent suicide/parasuicide and the generally poor 
utilisation of available suicide prevention programmes, it is suggested that further research 
be undertaken in the following areas: 
( 1) how effective the existing suicide prevention programmes are and how they can be 
implemented better and more widely 
(2) factors leading to poor or non-utilisation of suicide prevention programmes 
(3) how to reduce and, ultimately, eliminate negativity towards suicide prevention 
programmes, psychological counselling and therapy, and people seeking help. 
(4) Similar studies should also be done on the same topic in other areas. 
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5.6 CONCLUSION 
This study investigated the occurrence and extent of adolescent suicide/parasuicide and the 
role and involvement of community health nurses in suicide prevention. The study was 
conducted among community health nurses at clinics on the West Rand in Gauteng Province. 
For various reasons, particularly the stigma attached to suicide, accurate records of attempted 
and completed suicides are not kept. It was found that the respondents generally did not feel 
equipped and able to counsel and deal with victims of attempted suicide and their families 
or the families of completed suicides. This was due mainly to the fact that the curriculum 
for community health nurses does not cover counselling and communication in great detail. 
The findings of this study have implications for all community health nurses and for 
adolescent suicide/parasuicide worldwide. 
117 
LIST OF REFERENCES 
Admission Book. 1991-1994. Leratong Hospital, Ward 7. 
Alaszenski, A. 1995. Durkheim social integration and suicide rates. Nursing Times 
91(25):34-35. 
Albin, RS. 1981. Suicide rate increasing among adolescents. Psychiatric News, 1 May: 
26-27, 31. 
Allen, BP. 1987. Youth suicide. Adolescence 22(86):271-290. 
Andrews, JP & Lewinson, PM. 1992. Suicidal attempts among older adolescence, 
prevalence and occurrence with psychiatric disorders. Child Adolescence Psychiatric 
31(4):655. 
~rnhart, CL & Barnhart, RK. 1994. The World Book Dictionary (2) L-Z. London: A 
Scott Pelzer Company. 
Berman, AL & Jobes, DA. 1991. Adolescent suicide: assessment and intervention. 
Washington, DC: American Psychological Association. 
Blank, M. 1989. Suicide the other victims. Nursing Times 85(26):28-30. 
Blumenthal, SJ. 1990. Youth suicide: the physician's role in suicide prevention. The 
Journal of the American Medical Association 264:3194-3196. 
Blumenthal, SJ & Kupfer, DJ. 1990. Suicide over the life cycle: risk factors, assessment 
and treatment of suicide. Washington, DC: American Psychiatric Press. 
118 
Bollen, KA & Phillips, DD. 1982. Imitative suicide: a national study of the effects of 
television news stories. American Sociological Review 47:802-809. 
faar, B. 1992. Suicide guidelines for assessment management and treatment. New 
York: Oxford University Press. 
Brink, HIL. 1996. Fundamentals of research methodology for health care professionals. 
Cape Town: Juta. 
Brink, PJ. 1984. Basic steps in planning nursing research from question to proposal. 
Boston: Jones & Bartlett. 
Brink, PJ & Wood, MJ. 1988. Basic steps: planning nursing research. 3rd edition. 
Boston: Jones & Bartlett. 
Brink, PJ & Wood, MJ. 1994. Basic steps in planning nursing research from questions to 
proposals. Boston: Jones & Bartlett. 
~ger, M. 1997. Three years down the line. Sunday Times, April: 17. 
Bums, N & Grove, SK. 1987. The practice of nursing research: conduct, critique and 
utilisation. London: Saunders. 
Bums, N & Grove, SK. 1993. The practice of nursing research: conduct, critique and 
utilisation. London: Saunders. 
~,., 1992. Republic of South Africa death register with causes of death, October:9-15. 
Pretoria: CSS. 
~l993. Death records. Report no 03.09.011 (1992):8-9. Pretoria: CSS. 
119 
ft'S. 1995. Demographic statistics:8-9. Pretoria: CSS. 
Chiles, J. 1986. Teenage depression and suicide. New York: Chester House. 
Cilfone, J. 1993. Suicide prevention: a classroom presentation to adolescents. Social Work 
38: 197-203. 
Clark, MJ. 1996. Nursing in the community. USA: Appleton & Lange. 
Colman, W. 1990. Understanding and preventing teen suicide. Chicago: The Children's 
Press. 
Crook, M. 1990. Teenagers talk about suicide. Toronto: NC Press Limited. 
Cugino, A, Markovich, EL, Rosenblan, J, Orjura, D, Blend, 0 & Whitter, FC. 1992. 
Searching for a pattern of repeat suicide attempts. Journal of Psychosocial Nursing 
30(3):23-26. 
Cummins, RR & Allwood, CL. 1984. Suicide attempts or threats by children and adolescent 
in Johannesburg. SA Medical Journal 66:726-729. 
Davidson, L & Linnoila, M. 1991. Risk factors for youth suicide. New York: Hemisphere. 
Davis, JM & Sandoval, J. 1991. Suicidal youth: school-based intervention and prevention. 
San Francisco: Jossey-Bass. 
Dempsey, PA & Dempsey, AD. 1992. Nursing research with basic statistical application. 
3rd edition. Boston: Jones & Bartle Publishers. 
~nhouter, K. 1981. To silence one's self: a brief analysis of the literature on adolescent 
suicide. Child Welfare 60(1):2-10. 
120 
Diekstra, RF & Hawton, K. 1987. Suicide in adolescence. Boston: Wishof. 
Dlamini, D. 1997. Ikageng reels as jilted lovers take bloody revenge. City Press: 15. 
Dreyer, M, Hatting, S & Lock, M. 1993. Fundamental aspects in community health 
nursing: community health care in Southern Africa. Pretoria: Southern Book Publishers. 
Duffy, P. 1993. Preventing suicide: the government has made suicide prevention work as 
priority. The Nurses Role is Examined:28, 31. 
~aj, L. 1984. School and teenage suicide. Education:42-46. 
Edelman, CL & Mandie, C. 1990. Health promotion through the lifespan. 2nd edition. 
Toronto: Mosby. 
Evans, M, Cox, C & Turnbull, G. 1992. Parasuicide response. Nursing Times 88(19):34-
36. 
Evarette, G & Sisulu, E. 1992. Black youth in crisis. Johannesburg: Ravan. 
Fardell, L. 1989. Suicide "those left wanting". Nursing Times 85(26):32-33. 
Felicia Mabuza-Suttle TV Show. 1996. Teenage suicide, 14 October (21:00). 
Fisher, E. 1987. Psychology for nurses and the health team. Cape Town: Juta. 
Forgaty, M. 1993. A difficult age. Nursing Times 89(31): 18-19. 
Fuphe, D. 1996. Pupil commits suicide at home. Sowetan:4. 
Futurist. 1987. Preventing teenage suicide:21:55-56. 
121 
Garfinkel, B & Northrup, G. 1989. Adolescent suicide: recognition, treatment and 
prevention. London: The Harwarth Press. 
Garland, A, Shaffer, D & Whittle, B. 1992. A national survey of adolescent suicide 
prevention program. Journal of American Academy of Child and Adolescent Psychio1rv 
28(2):931-934. 
Garland, AF & Zigler, E. 1993. Adolescent suicide prevention: current research and social 
policy implications. American Psychologist 48(2): 169-182. 
~n, T & Jacobs, EW. 1987. Adolescent suicide and the school resource officer. The 
Police Chief 42-44. 
Gilbert, L, Selikon, TA & Walker, L. 1996. Suicide, health and disease: an introduction 
reader for the health professional. Pretoria: Sigma. 
Gilchrist, A. 1995. Adolescent suicide and suicides behaviour: a model of predictive risk 
factors. Johannesburg: RAU. 
Gillis, H. 1994. Counselling young people. Pretoria: Kagiso. 
Gispert, M, Wheeler, K, March, L & Davis, M. 1985. Suicidal adolescent factors in 
evaluation. Adolescent (XX)80:753-761. 
~in, DN. 1986. Adolescent suicide. Journal of Police Science and Administration 
14:67-75. 
~en, C. 1992. Teenage suicide: never a solution. True Love, July:36-38. 
Hawton, K. 1986. Suicide and attempted suicide among children and adolescents. 
Newbwy Park, CA: Sage. 
122 
Hawton, K & Catalan, J. 1987. Attempted suicide. Oxford: Oxford University Press. 
Hazell, P. 1991. Postvention after teenage suicide: the Australian experience. Journal of 
Adolescents 14(4):335-342. 
Hazell, P. 1993. Adolescent suicide clusters, evidence, mechanisms and prevention. 
Australian and New Zealand Journal for Psychiatry 27( 4):653-665. 
Hazell, P & Lewin, T. 1993. An education of postvention following suicide and life 
threatening behaviour. Adolescent Suicide 23(2): 101-108. 
Health Talk Community News. 1997. Young performers: a rainbow over AIDS. Department 
of Health. Issue no 12, July/August. Cape Town: Department of Health. 
Henry, CS, Stephenson, AL, Hanson, MF & Harget, W. 1993. Adolescent suicide and 
families: an ecological approach. Adolescence 28(110):291-305. 
Hlatswayo, B. 1994. Teenage suicide: what makes them do it. English Bona:56-57. 
Husain, SA & Vandiver, T. 1984. Suicide in children and adolescents. USA: Spectrum. 
Jeaneret, OMD. 1992. A tentative epidemiologic approach to suicide prevention in 
adolescence. Journal of Adolescent Health 13(5):415-417. 
Jones, K. 1991. The sociology of health and illness. Cape Town: Juta. 
Josias, C. 1992. Beating triggered girl to suicide. Sowetan:4. 
~an, HI & Sadock, BI. 1988. Synopsis of psychiatric behavioral science clinical 
psychiatry. Baltimore: Williams & Wilkens. 
123 
Kaplan, HI & Sadock, BI. 1991. Synopsis of psychiatric behavioral science clinical 
psychiatry. Baltimore: Williams & Wilkens. 
Kgoatla, TP. 1997. Prevention of adolescents in Soshanguve: a nursing contribution. MA 
Dissertation, University of Pretoria: Pretoria. 
Khupiso, V. 1996. Teenage shoots after failing standard 8 exams. Sunday Times, 8 
December:3. 
\..Rlfk, WG. 1993. Adolescent suicide: a school-based approach to assessment and 
interventions. New York: Research Press. 
~an, GL. 1986. Suicide depression among adolescents and young adults. Washington, 
DC: American Psychiatry Press. 
Kotila, L. 1992. The outcome of attempted suicide in adolescence. Journal of Adolescent 
Health 13(5):415-417. 
Ladame, F. 1992. Suicide prevention in adolescence: an overview of current trends. 
Journal of Adolescent Health (13)5:406-408. 
Luer, RH. 1995. Social problems and the quality of life. 6th edition. Mandison: WBC. 
Le Roux, M. 1997. South Africa has highest police murder rate in the world. Sowetan, 16 
January: 14. 
Lesedi Sesotho Stereo. 1996. Suicide (Radio Talk Show), 19 April (between 10:00 and 
11:00). 
Lester, D. 1987. A subcultural clusters: theory of teenage suicide. Adolescent 22(86)317-
320. 
124 
Lester, D. 1990. Teenage suicide in Zimbabwe. Adolescent 25(100):807-809. 
Lester, D. 1993. The cruelest death: the enigma of adolescent suicide. Philadelphia: 
Charles Press. 
Lyall, J. 1990. A time to listen. Nursing Times 86(14):16-17. 
Maclean, G. 1990. Suicide in children and adolescents. Toronto: Hogrete & Huber. 
Maluleke, E. 1992. Youth life wasted. City Press, 12 December:23. 
Maluleke, E. 1993. Mamelodi youth on suicidal spree. City Press, 3 October:3. 
Mamaila, M. 1992. Who will deliver South Africa from this pain? City Press, October:4. 
Marais, RN. 1981. Pathways to suicide. Baltimore: Johans Hopkins University Press. 
Marttunene, MJ. 1992. Adolescent suicide: end-point oflong-terms difficulties. Adolescent 
Psychiatry 31( 4):649-654. 
Mavuso, B. 1995. Stress and violence drive policemen to suicide. Sowetan, 26 April:3. 
McDonald, MC. 1982. Adolescent suicide rate increases alarmingly. Psychiatric News:45, 
52-53. 
Mcintire, M & Angle, C. 1980. Suicide attempts in children and youth. Hagerstown: 
Happer & Roco. 
Mcube, S. 1997. Churches: a vital resource information. Community Information News 
2:1-4. 
125 
Mellish, JM. 1993. Introduction to sociology: a nursing perspective. Pretoria: SANA. 
Mlambo. 1997. Crime in South Africa. City Press, 4 April:2. 
Molin, RS. 1986. Covert suicide and families of adolescence. Adolescent 21(81): 177-1°4. 
Morgan, CT, King, RA, Wesz, JR & Schopler, J. 1986. Introduction to psychology. 7th 
edition. New York: McGraw-Hill. 
Morrison, JL. . 1987. Youth suicide: an intervention strategy. National Association of 
Social Workers:536-537 . 
. ~h, E, Stock, B & Harper, PP. 1990. Human behavior. Kenwyn: Juta. 
NCPS. 1996. Approach of the national crime prevention strategy. Department of Justice. 
Nelson, FL, Fabberow, NL & Litman, RE. 1988. Youth suicide in California: a comparative 
study of perceived causes and intervention. Community Mental H ea/th Journal 24( 1 ):31-41. 
NPPHCN. 1996. Youth speak out: a study on youth sexuality. United Nations Children's 
Fund (UNICEF): Braamfontein. 
Ntsoelengoe, M. 1994. Student found dead after love affair ends. City Press, 18 
September:2. 
Nieswiadomy, RM. 1993. Foundations of nursing research. 2nd edition. Norwalk: 
Appleton & Lange. 
Olivier, S. 1996. Teenagers make a difference. In Touch 4(1):10-11. 
126 
Patras, PG & Shamoo, TK. 1989. Depression and suicide in children and adolescents: 
prevention, intervention and postvention. London: Allyn & Bacon. 
Peck, DL. 1987. Social-psychological correlators of adolescent and youthful suicide. 
Adolescence XXII:863-877. 
Pela, M. 1997. Violence: a health issue. Sowetan, 16 January 1997:5. 
Phillips, DP & Cartensen, LL. 1986. Clustering of teenage suicide after television news 
stories about suicide. New England Journal of Medicine 315:685-689. 
Polit, DF. 1989. Essentials of nursing: research, methods, appraisal and utilization. 2nd 
edition. Philadelphia: Lippincott. 
Polit, DF & Bungler, BP. 1987. Nursing research: principles and methods. Philadelphia: 
Lippincott. 
Polit, DF & Bungler, BP. 1995. Nursing research: principles and methods. Philadelphia: 
Lippincott. 
Rip, CM & Bezuidenhout, FT. 1992. Contemporary social pathology. Pretoria: Academia. 
Roberts, CA & Burke, SO. 1989. Nursing research: a quantitative and qualitative 
approach. Boston: Jones & Bartlett. 
Roy, A. 1986. Suicide. Baltimore: Williams & Wilkins. 
Schaefer, R. 1989. Sociology. International edition. Mexico: McGraw Hill. 
Scheidman, E. 1985. Definition of suicide. New York: John Wiley & Sons. 
127 
Schepp, KG. 1991. Adolescence suicide: views of adolescence. Parents and school 
personnel. Archives of Psychiatric Nursing 5(2):57-63. 
Shaffer, D, Garlend, A, Gould, M, Fisher, P & Troutman, P. 1989. Preventing teenage 
suicide: a critical review. Annual Progress 8th in Child Psychiatry and Child 
Development:401-428. 
Shirreffs, JJ. 1982. Community health contemporary perspectives. Englewood Cliffs, NJ: 
Prentice Hall. 
Shneidman, E. 1985. Definition of suicide. New York: John Wiley & Sons. 
Slater, H. 1993. Childcraft dictionary. London: A Scott Fetzer Company. 
~ope, M & Lancaster, J. 1992. Community health nursing: process and practice. St 
Louis: Mosby. 
Stuart, GW & Sundeen, T. 1991. Principles and practice of psychiatry. St Louis: Mosby. 
Sullivan, T, Thompson, K, Wright, RM, Gross, G & Spady, D. 1980. Social problems 
divergent perspectives. New York: Wiley. 
Sunday Times. 1988. Teenage suicide in South Africa, 15 May:5. 
Taylor, S. 1988. Sociology infocus: suicide. New York: Longman. 
Treece, EW & Treece, JW. 1986. Elements of research in nursing. 4th edition. St Louis: 
Mosby. 
Top Level. 1994. Teenage suicide, 16 January. (TV programme at 18:00.) 
128 
Tshwete, P. 1995. Policy in progress: CBO's out on a limb. Health Systems Trust Update 
(12):8-9. 
UNICEF. 1994. An outline: a national programme of action for children in South Africa. 
National Children's Rights, 16 June. Braamfontein: UNICEF. 
v¥fctoroff, VM. 1983. The suicidal patient: recognition intervention management. 
Englewood Cliffs, NJ: Medical Economics Books. 
Vidal, JA. 1986. Establishing a suicide prevention program. NASSP Bulletin 70(429):68-
71. 
Vlok, ME. 1986. Manual of community health and psychiatry. Cape Town: Juta. 
~ok, ME. 1991. Manual of community health and psychiatry. Cape Town: Juta. 
Wilkinson, G. 1989. Depression. Place???: British Medical Association. 
Wilson, HS & Kneissel, CR 1988. Psychiatric nursing appraisal and utilization. Mosby: 
St Louis. 
~bleski, A. 1989. Suicide: why? 85 Questions and answers about suicide. Minneapolis: 
Andina Wrobleski Afterwords. 
Annexure A 
Cover letter 
Tel no: (011) 410-1402 (W) 
(011) 410-3561 (H) 
Cover letter 
ANNEXUREA 
Private Bag X7 
ROODEPOORT 
1725 
25 January 1995 
The incidence of suicide/parasuicide by teenagers and young adults ( 11 to 24 years) has increased 
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high. 
Teenage suicide is a societal problem with devastating implications for all concerned with the victims, 
that is the family, friends, teachers, members of community and all health professionals. 
In view of this, a post graduate student of the Department of Advanced Nursing Sciences ofUnisa 
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• determine the extent of the problem 
• identify the existing programmes for prevention and counselling of suicide/parasuicide 
• identify existence of other relevant programmes 
• determine the involvement of community health nurses in such programmes 
• recommend for development of suicide prevention programmes, where necessary 
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provision of suicide/parasuicide prevention education at schools, homes, churches, clinics and 
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ANNEXUREB 
Structured interview schedule for community health nurses 
Instructions to respondents 
(1) The interview schedule is divided into fivesections. 
> Section!: Biographical information 
> Section2; · Extent ofteenage. suicide 
> Section 3: Existing programmes for prevention of suicide and 
counselling of attempted suicides 
Section 4: The involvement of the community health nurse in the 
prevention of suicide/parasuicide 
Section 5: Development of a programme for the prevention of suicide 
and counselling of suicide attempt victims 
(2) The respondents will·be asked to answer questions frankly and honestly. 
(3) Respondents will be reassured that all information wilfbe treated as confidential 
as possible. 
(4) Respondents will be required to fill in the appropriate nUl1lber on spaces 
provided on all close-ended questions. 
( 5) Respondents will be requested to fill in appropriate information on open-ended 
questions on spaces provided. 
Structured interview schedule for community health nurses 
OFFICE USE 
ONLY 
Questionnaire number DOD 1-3 
I Section 1: Biographical information 
1.1 Sex 
Male = 1 D Female = 2 4 
1.2 Age (in years) 
18-24 = 1 
25-34 = 2 
35-44 = 3 
45-54 = 4 
55-64 = 5 D 65+ = 6 5 
1.3 Post currently held 
Professional Nurse = 1 
Senior Professional Nurse = 2 
Chief Professional Nurse = 3 
Other (please specify) = 4 D 6 
......................... 
1.4 Professional qualification 
General Nursing = 1 D 7 
Midwifery = 2 D 8 
Community Health Nursing = 3 D 9 
Psychiatric Nursing = 4 D 10 
Other (please specify) = 5 D 11 
........................ 
2 
OFFICE.USE 
ONLY 
1.5 Experience in community health nursing (in years). 
1 - 5 = l 
6 - 10 = 2 
11 - 15 = 3 
1 fj - 20 = 4 D 21+ 5 12 = 
1.6 How long have your worked in the present locality 
(in years)? 
1 - 5 = 1 
6 - 10 = 2 
11 - 15 = 3 D 16+ = 4 13 
I- Section 2: Extent ofteenage suicide/parasuicide 
2.1 Have you heard about teenage suicide or attempted 
suicide by teenagers in your area. 
Suicide 
Yes = 1 D No = 2 14 
Attempt 
Yes = 1 D No = 2 15 
2.2 Do you keep statistics of suicides and attempted 
suicides in your clinic? 
Yes = 1 D No = 2 16 
2.3 If yes, how many have there been in the past four 
years? 
Suicides DOD 17-19 
Attempted ODD 20-22 
2.4 Do you think suicide and attempted suicide are 
adequately reported? 
Yes = 1 D No = 2 23 
3 
OFFICE USE 
ONLY 
2.5 What could be the reason for under-reporting 
suicides? D 24 
Insurance purposes 1 D 25 
Stigma to family 2 D 26 
Faked as an accident 3 D 27 
Error of judgement by coroners 4 D 28 
Other (please specify) 5 
......................... 
2.6 Indicate the age group of suicides in your locality. 
10-14 1 D 29 
15-19 2 D 30 
20-24 3 D 31 
25-34 4 D 32 
35-44 5 D 33 
45+ 6 D 34 
2.7 Indicate the age group of attempted suicides in your 
locality. 
10-14 1 D 35 
15-19 2 D 36 
20-24 3 D 37 
25-34 4 D 38 
35-44 5 D 39 
45+ 6 D 40 
4 
OFFICE USE 
ONl,Y 
2.8 Which methods are commonly used for committing 
suicide? 
Firearms = 1 D 41 
Hanging = 2 D 42 
Jumping from a height = 3 D 43 
Poisoning = 4 D 44 
Drowning = 5 D 45 
Other (please specify) = 6 D 46 
.................... 
2.9 Which methods are commonly used for attempted 
suicide? 
Overdo sage = 1 D 47 
Hanging = 2 D 48 
Stabbing = 3 D 49 
Poisoning = 4 D 50 
Other (please specify) = 6 D 51 
. . . . . . . . . . . . . . . . . . 
Section 3: Existing programmes for the prevention of 
suicide and counselling of attempted suicides 
3.1 Do you have programmes for the prevention of 
suicide/parasuicide in your area. 
Yes = 1 D No = 2 52 
3.2 
3.3 
3.4 
3.5 
5 
Which programmes, if any, do you have in your 
locality? 
Counselling 1 
Hot-lines 2 
Crisis Centres 3 
Child-lines 4 
Others (please specify) 5 
.................. 
Are such programmes adequately utilised? 
Yes 
No 2 
Do such programmes include: 
Counselling 1 
Teaching 2 
Others (please specify) 3 
........ . . . . . . . . . . 
If suicide prevention programmes do not exist, are 
there plans to develop such programmes? 
Yes 
No 
1 
2 
3.6 If yes, briefly describe the plans . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
OFFICE USE 
ONLY 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
6 
3.7 If no, how could this problem be solved? 
3.8 Are there other relevant programmes? 
Yes 
No 
3.9 If yes, do they include: 
Crisis Clinics 
Mental Health Centres 
Emergency Call-lines 
Child-lines 
Help-lines 
Other (please specify) 
= 
= 
1 
2 
1 
2 
3 
4 
5 
6 
3.10 Are these services/programmes available for 24 
hours? 
Yes 
No = 
1 
2 
3.11 Is the public aware of such services? 
Yes 
No 
1 
2 
D 
D 
D 
D 
D 
D 
D 
D 
D 
OFFICE USE 
ONLY 
63 
64 
65 
66 
67 
68 
69 
70 
71 
7 
3.12 Are the following methods used to advertise such 
services? 
Radio = 1 D 
Television = 2 D 
Newspaper = 3 D 
Yellow pages = 4 D 
Other (please specify) = 5 D 
.................. 
Section 4: The involvement of the community health 
nurse in the prevention of suicide/para-
suicide 
4.1 Are you involved in counselling attempted suicide 
victims? 
Yes 
No 
1 
2 D 
··oFFICEUSE 
ONLY 
72 
73 
74 
75 
76 
77 
8 
OFFICE USE 
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4.2 Are the following health professionals also involved 
in dealing with suicide/parasuicide? 
School Health Nurse 1 D 78 
Psychiatrist 2 D 79 
Psychologist = 3 D 80 
Social Worker 4 D 81 
Medical Practitioner 5 D 82 
Other (please specify) 6 D 83 
.................. 
4.3 In your opinion, are community health nurses 
adequately trained to deal with suicide? 
Yes 1 D No 2 84 
4.4 If yes, are they adequately involved? 
Yes = I D No 2 85 
4.5 If no, which of the following ways could be used to 
improve their involvement? 
Short Courses 1 D 86 
Staff Development 2 D 87 
In-service training = 3 D 88 
Workshops/ seminars = 4 D 89 
Other (please specify) 5 D 90 
.................. 
9 
Section 5: .Development of a programme for the 
prevention of suicide and counselling of 
suicide attempt victims 
5.1 What could be done to establish counselling 
programmes in your area to prevent 
suicide/parasuicide? 
Conscientise the Community = 1 
Call Public Meetings = 2 
Counselling Courses for Volunteers = 3 
Establish Help-lines , = 4 
Other (please specify) = 5 
.................. 
5.2 Who should be involved in planning such 
programmes? 
r 
Nurses = 1 
Teachers = 2 
Youth = 3 
Ministers of Religion = 4 
Parents = 5 
Other (please specify) = 6 
5.3 In your opinion, who should be involved in 
implementing such programmes? State. 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
D 
OFFICE USE 
ONLY 
91 
92 
93 
94 
95 
96 
97 
98 
99 
100 
101 
10 
5.4 How will the community at large be informed about 
the existence of such programmes? 
5.5 How can members of the community be motivated 
to use such programmes? 
5.6 Give your opinions on suggestions for the problem 
dealt with in this interview. 
OFFICE USE 
ONLY 
Thank you for completing this questionnaire. 
Annexure C 
Addendum to the interview schedule for 
community health nurses 
ANNEXUREC 
Addendum to the interview schedule for community health nurses 
Section 6: Community health nurses' views/opinions on reasons for 
committing suicide/parasuicide and the prevention of 
suicide/pa,rasuicide 
6.1 Which of the following are common reasons for committing suicide/parasuicide? (Tick 
the most appropriate column please.) 
REASONS STRONGLY AGREE DISAGREE UNSURE 
AGREE 
Rejection by significant others 
Physical, emotional and sexual abuse 
Teenage pregnancy 
Imprisonment 
Loss ofloved ones through death, separation 
or divorce 
Availability of and easy access to lethal means 
Chronic illness, such as epilepsy, cancer and 
AIDS 
Family at school 
Peer group pressure 
Conflicts with parents 
Drug and alcohol abuse 
Suicide by a family member or friend 
Political motivation 
Information from the media 
Other (please specify) 
.................................. 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
2 
6.2 Teenagers who commit suicide are usually: 
(Tick the most appropriate column.) 
TEENAGERS ARE STRONGLY 
AGRE:E 
Lonely and isolated 
Rejected by significant others 
Depressed 
High performers 
Highly stressed 
Pregnant 
Physically disabled 
Other (please specify) 
.................................. 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
6.3 Predisposing factors to suicide committal include: 
(Tick the most appropriate column.) 
FACTORS STRONGLY 
AGREE 
Lack of self-esteem 
Traumatic life experience 
Depression 
Perceived lack affection 
Suspension from school 
Other (please specify) 
.................................. 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
AGREE DISAGREE UNSURE 
AGREE DISAGREE UNSURE 
3 
6.4 Suicide by teenagers could be prevented by: 
(Tick the most appro1ufate column.) 
PREVENTIVE.MEASURES STRONGLY 
AGREE 
Health education programmes 
Counselling 
Community involvement 
Information life-line 
Recreational programmes 
Religious programmes 
Education and counselling of parents 
Physical fitness programmes 
Other (please specify) 
.................................. 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
AGREE DISAGREE UNSURE 
AnnexureD 
Letter of application for permission to undertake a study 
( Gauteng Health Department) 
PROVINCIAL 
ADMIN1STRATION 
ANNEXURED 
§~~£ 
Enqu:ries: Miss R.S. Pule Address: 
Reference: 
Bonalesedi Nursing College 
Private Bag XlOOl 
Tel: (W) (011) 410-1402 X245 
(H) (011) 410-3561 
Fu:s: (011) 410-8421 
Attention: Mrs. J. Stander 
The Deputy Director General 
Private Bag X221 
PRETORIA 
OCOl 
LUIP.AARDSVLEI 
1743 
RE : RESEARCH AT LERATON:Z HOSPITAL WARD 7 (SUB-ACUTE PSYCHIATRIC WARD). 
I have registered for Masters Degree in Nursing Science with the University 
of South Africa. The title for my dissertation is: "A Community Health 
Nursing Perspective into Teenage Suicide/Para.suicide". :VIY Supervisors are 
Professor Dreyer and Mrs. L. King. 
I request for permission to check records for statistics o·f attempted 
suicide by teenagers aged 11 to 24 years as from February 1991 to 
January 1994 so as to determine the extent of the problem. If 
permission is granted, the following will be observed:-
Research will not disturb the hospital routine. 
Research will be conducted single handedly. 
The data will be regarded as confidential and will not be published. 
1-- A copy of the completed research will be furnished to the administration 
if required. 
I am presently employed in the staff establishment of Bonalesedi Nursing College. 
Thanking you in anticipation . 
. Yours faithfully 
MISS R.S. PULE 
(CHIEF PROFESSIONAL NURSE) 
RSP/rrrns 
1995.01.25 
------
Annexure E 
Reply from Gauteng Health Department 
PROVINCIAL 
ADMINISTRATION ANNEXUREE 
~~ 
Enquiries: J.M. van Wyk 
Reference: 
Tel: 201-2985 
Faxs: 323-4018 
Miss R.S. Pule 
Bonalesedi Nursing College 
Private Bag X 1001 
LUIPAARDSVLEI 
1743 
DEAR MISS PULE 
Address: Fri vate Bag X 221 
PRETORIA 
0001 
RESEARCH : "A COMMUNITY HEALTH NURSING PERSPECTIVE INTO TEENAGE 
SUICIDE/PARASUICIDE" 
I have pleasure informing you that approval has been granted to 
do research at the following Hospital : Leratong Hospital 
The approval is subjected to the following conditions : 
i) The Superintendent of the Hospital must be contacted by 
yourself to obtain permission to do research. 
ii) The research may not intervene with the service of the 
officers concerned. 
iii) The Superintendent of the Hospital must always be informed 
concerning the project. 
iv) A copy of the completed treatise must be presented to this 
Administration. 
v) Please bear in mind the position of trust as well as the 
confidentiality of the treatise. 
We wish you success with your project. 
Yours faithfully 
Annexure F 
Letter of application to peruse records 
at Leratong Hospital 
PROVINCIAL 
ADMIN1S1RATION 
ANNEXUREF 
11 -~ 
~M1\™ 
Miss R.S. Pule Add~css: Enqcirlcs: 
Rcfcrer.ce: 
Bor.alesei.li !Jursing College 
Private Eag,XlOJl 
LUIPAAHDSVLEI 
Tel: (W) 
(H) 
Fus; 
Attention 
(011) 410-lll02 X245 
(011) 410-::3561 
(011) 410-8421 
'i'he Stlperintencient 
Leratong Hospital 
Private Ba3 XlC02 
LUIPAA~.DSVLEI 
1743 
1743 
RE RESEAHCH A'r LERA'l'ONG 1-DSPITAL WARD 7 ( SUB-.ACUTE PSYCHJ.ATRIC WARD) • 
I have registered for Masters Degree in Hur.0:ing· Science wi t;"1 the University 
of South Africa. 'I'i1e title fer my disserta~ion is: "A Ccxrmuni ty Heal th 
Nursing Perspective into Teenage Suicide/Pe ..rasuicide:". i·t' Supervisors are · 
Professor· Dreyer o:=nd I\irs. L. Kir1g. Approval ha.s a.lready been granted by 
the Dil"ector Generai. Please find enclosed copy thereof. 
I request for pemission to checl< records for st.atistics of attempt;ed 
suicide by teenagers aged 11 to 24 yee.rs as from Februa.ry 1991 to January 1994 
so as to determine the extent cf the proble~. If permisison is granted, the 
folla..;ing wi 11 be observed: -
Research will not disturb the ·11ospiral routine. 
Researc.J-i ·,·1i 11 be conducted single handedly. 
'l'he data will be regarded r-lS confidem:ial and wili nor. be published. 
A copy of the completed research will be furnished ttJ the administration 
if required. 
I ail presently e!i!ployed in the staff establishment cf Bonalesedi Nursing College. 
'.thanking you in antJ.cipation. 
Yours fa'i t.11fully 
MISS R.S. PULE 
(CHIEF PHOFESSIONAL NURSE) 
RSP/rrms 
1995.03.09 
------· 
Annexure G 
Reply granting permission from Leratong Hospital 
Enquiries: S.N.S.M. 
Reference: 
Tel: 410-6400 x 205 
Faxs: 41~21 
ATI'.ENl'IOO: MS R S PULE 
IUW..ESEDI COILmE 
PRIVATE BAG X1001 
llJIP.AARDSVLEI 
1743 
Dear Sir/Madan 
PROVINCIAL 
ADMINISTRATION 
§f~~g 
ANNEXUREG 
Address: LERATONG HOSPITAL 
PRIVATE BAG 2006 
KRUGERSOORP 
1740 
LERA TONG HOSP!T AAL 
l'RIVAATSAK/PRIVATE BAG 20oe 
1995 -03- 2 8 
'(I'll'."' ··--,~n 1741'. 
--------_..! 
LERA TONG HOSPITAL 
In reply to your letter dated 09-03-95 re- doing a research, note that approval has 
been given by the Superintendent. 
Yours faithfully 
/). ~Lid, ... Jh41 SENicff"NURSJm___. sEfM:CE MANAGER 
PM/adp 
1995-03-28 
Annexure H 
Letter of application for permission to do a study 
in Community Health settings in the West Rand 
ENQUIRIES 
REFEREl\~E 
TEL. NO. 
FAX NO. 
ATTENTION 
Mrs. E. Cilliers 
P.O. Box 6261 
PRETORIA 
0001 
MISS R.S. PULE 
(011) 410-1402 
(011) 410-9013 
MRS. E. CILLIERS 
ANNEXUREH 
ADDRESS 
BONALESEDI NURSING COLLEGE 
PRIVATE BAG X7 
ROODEPOORT 
1725 
RESEARCH: INTEH.VIE'W OF PSYCHIATRIC PROFESSIONAL NURSES: WEST HANO CCl+1UNITY 
HEALTH SERVICES. 
Ma.dam 
I am registered for MA (CUR) with the University of South Africa and my 
dissertation is "A Cormnunity Health Nursing ~pective into Teenage 
Suicide/Parasuicide';. I am required to:-
Determine the.extend of the problem. 
Identify existance of prograrrmes for prevention and counselling of 
suicide cases as well as other relevant prograrrmes. 
Determine the involvement of corrmunity health nurses in such prograrrmes. 
Develop a progranme which could be implemented in the Townships. 
I therefore request permission to interview Psychiatric Professional Nurses 
on the above. Permission has already been granted oy ttegional Director. 
Please find enclosed copy thereof. Sessions will take about 20 minutes. 
Anonymity and confidentiality will be furnished if needed. 
P. S. Mrs •. P. Thompson was contacted telephonically and referred me to you. 
Thanking you. 
Yours faithfully 
CHIEF PROFESSIONAL NUHSE 
(llli.ISS R_. S. PULE). 
f<SP/rrms 
1996.04.17 
Annexure I 
Reply from Community Health Regional Director 
Provincial Administration 
ENQUIRIES: 
Miss R.S. Pule 
Bonalesedi Nursing College 
Private Bag XlOOl 
Luipaardsvlei 
1743 
Dear Miss Pule 
Community Health 
REF.: 
ANNEXURE I 
if (011) 720-2560 
Ell (011) 725-5585 
Regional Director 
Community Health 
PWV Province 
Private Bag X 21 
Johannesburg 
2000 
:iic I .aJ"' 
RESEARCH: INTERVIEW OF PSYCHIATRIC PROFESSIONAL NURSES, GAUTENG 
COMMUNITY HEALTH SERVICES, REGARDING THE INCIDENCE OF SUICIDE ATTEMPTS 
IN TEENAGERS. 
Your letter dated 95.01.25 refers. 
Approval · has been granted regarding interviews with psychiatric 
community nurses on the incidence of suicide/parasuicide among teenagers 
and young adults. Please confine your intervi.ews to plus-minus twenty 
minutes duration as telephonically discussed. 
The Nursing Service Manager for the West Rand area is Mrs P. Thompson, 
telephone number 953 2459 with whom prior arrangements must be made. 
We extend best wishes with your dissertation. 
REGIONAL DIRECTOR 
70 CLAIM STREET tr (011) T.!0..2560 
HILLBROW ~ (Oil) 725-5585 (ADI-ON) 
JOHANNESBURG 
IEJ PRIVATE BAG X21 
JOHANNESBURG 
2000 
Annexure J 
Letter of application to do a study 
at Randfontein District 
Enquiries: ... ~.~---~-~-~-: ... We 
Attention: ... ~~---~ 
Randfontein District 
DEPARTMENT OF HEALTH 
Bonalesedi Nursing C0llege 
Private Ba9 X 7 
Roodepoort 1 f"25 
ANNEXURE.J 
RE RESEARCH INTERVIE.W SCHEDULE FOR CCHtlJNITY HEALTH NURSES. 
Dear Madam 
I am registered for MA (CUR) with the University of South Africa, 
My dissertation is: "A COMMUNITY HEALTH NURSING PERSPECTIVE INTO 
SUICIDE/PARASUICIDE". My Supervisors are :- Prof. M. Dreyer a11d 
Prof. L. King. 
I hereby request for permission to i.ntervi.ew co:::nuni ty heaJ th 
nurses in your district on the dissertation abov'= to actually 
get their views; opinions and ideas on teenage s·.iicide/parasuicide. 
The interview schedule was pre-tested, it takes sbout 15 - 20 minutes 
for an individual. The researcher is to intervir:=w as many c'orrmuni ty 
health nurses as possible so as to present the :rue picture of the 
problem. 
If p~r.nission is granted, the following conditions will be observed:-
- The researcher will conduct the research single handedly. 
- Only one corrrnunity health nurse will be inte~·liewed at a time. 
- The information will be regarded as confiden:ial as possible.· 
and will not be published. 
2/ ............ . 
. -2-
- Anonymity and confidentiality is assured as no names will 
be written in the interview schedule. 
- A copy of the completed research wil 1 be furnished if 
required. 
Pl ease find enclos~d a copy of the cover letter for the 
research. 
Thanking you in anticipation. 
Yours faithfully 
ROSINAH SISINYANA PULE 
(CHIEF PROFESSIONAL NURSE) 
1997.07.25 
Annexure K 
Letter of application to do a study 
at Krugersdorp District 
4 'f ,,, 
'\.. •4 
. I . 
Enquiries: ... ~.~~---~-~-~-~ ... ~e 
Attention: ... ~~---~········ 
P.O. Box 94 
KRUGERSOORP 
1740 
0EPARTiVlENT OF HE:\1:n-1 
Bonalesedi Nursing Colio~.Jt"· 
Private Bag X :-
Roodepoc.n i i"25 
ANNEXUREK 
RE RESEARCH INTERVIE.W SCHEDULE FOR COMMUNITY HEALTH NURSES. 
De 9.r Marjam 
I am registered for MA (CUR) with the Universi t:,. of South Africa, 
My dissertation is: "A COMi'1fJNITY HEALTH l.\RJRSING ?ERSPECTIVE INTO 
SUICIDE/PARASUICIDE". My Supervisors are : - Pr:if. M. Dreyer and 
Prof. L. King:. 
I hereby reG'-test fer pennission to interview cci:-.Llu.11i ty hea] th 
nurses in your district on th'= dissertation abcr..r-= tc actually 
get their' views; opinions and ideas on teenage su.icide(parasuicide. 
The interview schedule was pre-tested, it takes s.bout 15 - 20 minut~s 
for an individual. The researcher is tq intervi-=w as many corrmunity 
health nurses as possible so as to pre~ent the t~ue picture of the 
problem. · 
If per.ni ssion is granted, the following conditions wil 1 b7. observed: -
Th~ researcher will conduct the research single handedly. 
- Only one corrmunity heal th nurs!';' will be int~rviewed at a time. 
- The information will be regarded as confiden~ial as possible 
and will not be published. 
2/ ............. . 
-2-
- Anonymity and confidentiality is assured as no names will 
be written in the interview schedule. 
- A copy of the completed research will be furnished if 
required. 
Please find enclosed a copy of the cover letter for the 
research. 
Thanking you in anticipation. 
Yours faithfully 
ROSINAH SISINYANA PULE 
(CHIEF PROFESSIONAL NURSE) 
1997.07.25 
Annexure L 
Reply from Krugersdorp District 
Plaaslike Oorgangsraad van • Transitional Local Council of 
KRUGERSDORP 
Meld asb verwystng : S MAT HEB ULA/ s l 
Please quote reference : CS/ 1 7 / 1 / 3 / 1 6 
11 August 1997 
Ms R S Pule 
Department of Health 
Bonalesedi Nursing College 
Private Bag X7 
ROODE POORT 
1725 
Madam 
KRUGERSDORP 
Fox : (011) 660-5820 
11' : (011)951-2000 
Dlrek/Dlrect : 2 214 
~ 94 
KAUGEASDOAP 
1740 
ANNEXUREL 
RESEARCH INTERVIEW SCHEDULE FOR COMMUNITY HEALTH 
NURSES 
It is a pleasure to inform you that your request as far as 
research is concerned has been considered favourably. We 
would surely like to have a copy of your final report. 
To effect your research programme please communicate with 
Sister(s) Glenda Whittal : 951-2207 or Kate Mabandla : 951-
2206. 
Yours faithfully 
1mJ 
FM SOMO 
ACTIN6 HEAD: DEPARTMENT OF COMMUNITY SERYICES 
AnnexureM 
Letter of application to do a study 
at Westonaria District 
Enquiries: ... ~~ ... ~.~-~-; ... ~e 
Attention: ... ~.~---~--~····· 
Westonaria Clinic 
DEPARTMENT OF HEALTH 
Bonalesedi Nursing Colleg.?. 
Private Bag X 7 
Roodepoort 1725 
ANNEXUREM 
RE RESEARCH INTERVIE.W SCHEDULE FOR CCJ.MJNITY HEALTH NURSES. 
De9.r Madam 
I am registered for MA (CUR) with the University of South Africa, 
My dissertation is: "A COMMUNITY HEALTH NURSING P:C:RSPECTIVE INTO 
SUICIDE/PARASUICIDE". My Supervisors are : - Prof. M. Dreyer and 
Prof. L. King. 
I hereby request for permission to interview corr:.'Tlli~ity hea]th 
nurses in your district on the dissertation above to actuaHy 
get their views; opinions and ideas on teenage ~uicide/parasuici.de. 
The interview schedule was pre-tested, it takes about 15 - 20 minutes 
for an individua]. The researcher is to interview as many community 
hea]th nu~ses as possible so as to present the true picture of the 
prop] em. 
If permission is granted, the fol]owing conditio~s wi]l be observed:-
- ,The researcher wi]] conduct the research singje handed]y~ 
- Only one corrmuni ty heal th nurse wil 1 be inter-,1iewed at a time. 
- The infonnation will be regarded as confidentia] as possible 
and will not be published. 
2/ ............ . 
-2-
- Anonymity and confidentiality is assured as no names will 
be written in the inte;rview schedule. 
- A copy of the completed research will be furnished if 
required. 
Please find enclosed a copy of the cover letter for the 
research. · 
Thanking you in anticipation. 
Yours faithfully 
ROSINAH SISINYANA PULE 
(CHIEF PROFESSIONAL NURSE) 
1997.07.25 
Annexure N 
Reply from Westonaria District 
WESTON ARIA 
Ons Verw./Our Ref. 
U Verw./Your Ref. 
Navrae/_Enquiries 
/Tlt ·ss. If'. s. fl I e 
/£_,'CttJ l/osp12-q I 
&,,, c, le sec.,;,· /7_urs,,y G!te?7(" 
_Tl; /s J 
u_.e/ I con-ie 
Op skriftelike versoek gerig binne sewe dae na die datum wat op 
hierdie brief verskyn. kan 'n soortgelyke brief in die ander 
amptelike taal, indien dit verlang word, aangestuur word. 
STADSRAAD I TOWN COUNCIL 
~ 19 
WESTONARIA 1780 
a co11> 1sJ-1121 
FAX: (011) 153=tt'l'lt' ~IS4- - II 
ANNEXUREN 
,€.de 
1~-.f~,-,.n Jc-_.:...~ -fhac :../o'"-t' 
do a re seCf rcA o,.,, 
at 
Upon a written request made within seven days after date appearing 
on this letter, a similar letter will be forwarded in the other official 
languages, if so desired. 
Annexure 0 
Letter of application to do a study 
at Oberholzer 
Enqclries: 
Reference: 
Tel: 
Faxs: 
Ehquiries 
Miss R.S. Pule 
(011) 410-1402 
(011) 410-8421 
Ms. s. Ngcari>ela 
P.O. Box 1559 
RANDFONTEIN 
1760 
PROVINCIAL 
ADMOOSTRATION 
~~%!~ 
Address: 
ANNEXUREO 
Bonalesedi Nursing College 
Private Bag XlOOl 
WIPAARDSVLEI 
1743 
~ : INl'ERVIEW OF PSYCHIATRIC PROFESSICB\L NURSES: WEST RAND CCJMJNITY 
HF.AL'IH SERVICE>. 
Madam 
I am registered for MA (CUR) with the University of South Africa and my 
dissertation is 11A Corrmunity Health Nursing Prospective into Teenage Suicide/ 
Parasuicide". I am required to:-:-
Determine the extent of the problem. 
Identify existance of programnes for prevention and counselling of 
suicide cases as well as other relevant prograrrrnes. 
Determine the involvement of corrmunity health nurses in such progrannies. 
Develop a progrannie which could be irrplemented in the Townships. 
I therefore request permission to interview Psychiatric Professional Nurses on 
the above. Permission ·has already been granted by Regional Director, Please 
find enclosed copy thereof. Sessions will take about 20 minutes. Anonymity and 
confidentiality will be furnished if needed. 
P.S. Mrs. P. Thompson was contacted telephonically and referred me to you. 
Thanking you. 
Yours faithfully 
MISS R.S. PUIE 
(CHIEF PROFESSIONAL NURSE) 
RSP/rrms 
1995.03.13 
------· 
